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Predictable hypotensive effect—orally 


INVERSINE 


MECAMYLAMINE HYDROCHLORIDE 


INVERSINE—a secondary amine, different 
from all other ganglionic blocking agents — 
has many clinical advantages: 1.Gives repro- 
ducible effects. 2. Ils most potent of ail oral 
ganglionic blockers. 3. Provides smooth and 
predictable response. 4. Is completely 
absorbed. 5S. Onset of action is gradual. 
6. Small oral dose gives desired hypotensive 
effect. 7. Is effective even in patients refrac- 
tory to other ganglionic blockers. 


Dosage: Initial dose, 2.5 mg. twice daily, increased by 2.5 mg. at 2-day 
intervals. Average daily dose 25-30 mg. 

Supplied: 2.5 mg. scored tablets and 10 mg. quarter-sected tablets in bot- 
tles of 100. 


INVERSINE IS A TRADEMARK OF MERCK & CO., INC. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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The efficacy of Rolicton (brand of amiso- 
metradine) in maintaining diuresis in the ede- 
matous patient has been established on an 
average dosage of one tablet b.i.d. Larger 
doses may be given as initial therapy and as 
maintenance therapy in edema difficult to 
control. Many patients will respond to one 
tablet daily. 

“The margin of safety and the diuretic index is 
certainly an improvement over the use of oral mer- 
curial diuretics.”! 


Avoiding “Peaks and Valleys” 

A highly desirable effect, and one which 
has been made possible with Rolicton, is the 
maintenance of continuous diuretic effective- 
ness day after day over an extended period, 
to avoid the up-and-down weight pattern 
typical of other edema-control methods. 


Illustration by Hans Elias 


Rolicton’ Diuresis Maintains 
Continuous Edema Control 


“There was an obvious stabilization of weight 
in practically all of the patients under observation, 
and previous wide fluctuations in poundage disap- 
peared.”2 


Mercury-Sparing 


Typical of the Rolicton diuresis pattern is 
the ability of the drug to reduce and, in a 
large percentage of patients, to eliminate the 
need for mercurials parenterally. 

“... the drug represents a most useful addition 
to our armamentarium in the treatment of edema, 
not only because it can be given orally . . . but more 
so because it permits [us] to replace or to spare the 
Mercurials.”3 


G. D. Searle & Co., Chicago 80, Illinois, 
Research in the Service of Medicine. 


1. Asher, G.: Personal communication, June 23, 1956. 

2. Settel, E.: A Clinical Evaluation of a New Oral Diuretic, 
Rolicton, Postgrad. Med., Feb. 1957, in press. 

3 Goldner, M. G.: Personal communication, June 29, 1956. 
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LIPO\GANTRISIN 


‘Roche’ 


For round-the-clock therapy 
With two doses a day 


Lipo Gantrisin ‘Roche’—a new, palatable 
liquid for antibacterial therapy—offers 
three significant features: 


1. Only two doses a day needed 
in most cases 


Adequate twelve-hour blood levels 
after a single dose 


Same therapeutic advantages as 


Gantrisin ‘Roche’ 


Lipo Gantrisin® Acetyl—brand of 
acetyl sulfisoxazole in vegetable 
oil emulsion 
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for the pain of the présent 
for the fear of the fature 


provides the anti-theaniatic, 
anti-inflammatory action of the most 
effective steroid, STERANE,® ecomplémented by 
the superior central] tranquilizing effects of 
ATARAX.® Minimal disturbance of fd and 
electrolyte metabolism; no mental fogging 
or major toxicity in ataraebiemettion. 


FOR UNMATCHED. RESPONSEIAND 
MANAGEMENT IN RHEUMATOL ARTHRITIS... 


AS IN OTHER COLLAGEN DISEASES: BRONOCTHAL 


ASTHMA, INFLAMMATORY DERMATOSES. 


Supplied: Each green, seored 

ATARAXO-D Tablet contains Ging. 
(STERANE) and 10mg, hydroxpzine hiydro- 
chloride (ATARAX). Bottlés of 20- 100. 


PFIZER LABORATORIES 
Division, Chas. Pfizer inc, 
Brooklyn 6, New York 
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A typical Alevaire case history—C. S.» 31 year old male with bronchiectasis 
and sinusitis, had had pneumonia six times. He had a continuous thick 
purulent postnasal drip and thick, yellowish green sputum, he expectorated 
at least a cupful of sputum each morning on arising. The patient was weak 
and debilitated, with chills and low grade fever. Bronchograms revealed 
advanced bronchiectasis. Antibiotics, postural drainage and expectorant 


cough mixtures had not helped. 


Alevaire therapy Was begun with one hour of direct nasal inhalation every 
day. After the first treatment the patient expectorated a large amount of 
sputum and definitely breathed easier. The nasal passages began to open, 
and with subsequent treatments both the sinusitis and the bronchiectasis 
improved. He began to breathe easier through the nose and to expel bron- 
chial secretions more readily. His appetite improved and he felt stronger. 


At the end of fourteen days he was almost completely symptom free. 
Alevaire was continued each night for short periods at bedtime, and the 
patient remained completely free of symptoms except for a light morning 
expectoration. 


*miller, J.B., et al.: Ann. Allergy, 12:611, Sept.-Oct., 1954. 
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(reserpine Seriously, with SERPATILIN you can allay emotional 

and methylphenidate distress, yet avoid making patients sleepy. Because 

hydrochtoride CIA) it contains both a calming agent and a mild stimu- 
lant, SERPATILIN restores emotional stability with- 
out oversedating, without impairing alertness. 
Indicated in disorders marked by anxiety and/or 
depression. 
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for AUTHORS 


& PostcRapuATE Mepicine, the official journal of 
the Interstate Postgraduate Medical Association, is 
published to present authoritative, original articles 
of high scientific value and of special clinical in- 
terest, with the emphasis on diagnosis and treatment. 


The Editors of Postcrapuate Mepicine will be 
pleased to consider original papers in the fields 
of general medicine, as well as all the special- 
ties, so presented as to be of practical value to 
practicing physicians. 


Manuscripts become the property of PostGRADUATE 
MepicINE when they are accepted for publication. 
They must not have been published elsewhere in 
whole or in part. Permission for reproduction in 
reputable publications will be granted on request, if 
credit is given PostGRADUATE MEDICINE. 


Papers should be typewritten, double or triple 
spaced, and the original, not a carbon copy, should 
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title, name and city of the publisher, year of publica- 
tion, edition and page number of the reference. Ref- 
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PosTGRADUATE MEDICINE stresses the use of illus- 
trative material in the form of photographs, 
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costs for black and white reproduction being 
assumed by THE JOURNAL. All illustrations will 
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and the top indicated. They must be accompanied 
by legends numbered to correspond and the posi- 
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Galley proofs will be furnished the authors. Reprints 
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should be addressed to the Editorial Department, 
PostcérapuATE Mepicine, Essex Building, Minneapo- 
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maximum efficacy with minimum risk 


Tertonyl 


SQUIBB METH-DIA-MER SULFONAMIDES 


mg. per 100 mi. 
v 


BLOOD LEVELS IN MAN ON DOSAGE OF 6 GM. PER DAY 
15 


SINGLE ‘‘SOLUBLE’’ BULFONAMIDE 


— After Lehr, D., Modern Med. 23:111 (Jan. 15) 1955. 


Terfonyl is absorbed as well as single “soluble” sul- 
fonamides, but is eliminated at a slower rate. For this 
reason, Terfonyl blood levels are much higher. 


In experimental infections (Klebsiella, Pneumococcus, 
Streptococcus), Meth-Dia-Mer sulfonamides have been 
shown to be from three to four times more effective 
on a weight basis than single “soluble” sulfonamides. 


Toxicity is minimal because normal dosage provides 
only one-third the normal amount of each sulfonamide. 
The body handles each component as though it were 
present alone, although therapeutic effects are additive. 


Terfonyl Tablets, 0.5 Gm., bottles of 100 and 1000. 
Terfonyl Suspension, 0.5 Gm. per 5 ml., pint bottles. 


0.167 Gm. each of sulfamethazine, sulfadiazine and sulfa- 
merazine per tablet or per 5 ml. teaspoonful of suspension. 


SQUIBB “TERFONYL’® 1S A SQUIBB TRADEMARK 
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Ww. WITHOUT REMANDEN 
XM procaine penicillin i.m. alone 
@ procaine penicillin i.m. before REMANDEN 
A procaine penicillin i. m. with REMANDEN 


PENICILLEMIA U./ML. 


300.000 U. 1M. eachO equals 1 REMANDEN-100 Tablet containing 
is 100,000 units Penicillin G plus 0.25 Gm. ‘Benemid’. 


The only oral penicillin that gives 
results comparable to parenteral penicillin 


PENICILLIN WITH BENEMID® 


The Benemid in REMANDEN allows recirculation 
of the penicillin— without interfering with normal 
renal function. Penicillin concentrations are 2 to 
4 times higher with REMANDEN than with other 
oral penicillin preparations. Comparable, in fact, 
to those of intramuscular penicillin. REMANDEN 
can be used by itself or to supplement parenteral 
therapy. Available in Tablets or Suspension for 


flexible dosage. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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Conservative therapy 
in hypertension 
can be made more effective 


IN MANY OF YOUR HYPERTENSIVE PATIENTS, conservative treatment with reserpine can be 


made more effective by placing the patient on safe combination therapy. 


EFFECTIVE. When combined with reserpine, the blood pressure 
lowering effects of protoveratrines A and B can be achieved with 


smaller dosage. and with marked decrease in annoying side actions. 


SAFE. Veralba/R is many physicians’ choice of combination therapy. 
It can be used routinely without causing postural hypotension or 
impairing the blood’ supply to the heart, brain and other vital 


organs. Dosage is simple. 


ACCURATE. Veralba/R potency is precisely defined by chemical 


assay. All active ingredients are in purified, crystalline form. 


W 


Each Veralba/R tablet contains 0.4 mg. of protoveratrines and 
0.08 mg. of reserpine. Bottles of 100 and 1000 scored tablets. 


*Trademark 


PITMAN-MOORE COMPANY, _ Division of Allied Laboratories, Inc., Indianapolis 6, Indiana 
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Nadas on 
Pediatric Cardiology 


Diagnosis and office management of children’s beart disease 


Unique in its coverage of the entire field of heart disease in children, this new book is 
an important one for every physician who sees and treats young patients. It gives you 
a clear picture of the many peculiarities and differences in the diagnosis and treatment 
of cardiac disease in children, as distinct from adults. Based on the author’s experiences 
at The Boston Children’s Medical Center during the past ten years, the book stresses 
clinical recognition and management throughout. 


Dr. Nadas considers such diagnostic tools as cardiac catheterization, angiocardio- 
graphy and phonocardiography in their special application to children. He empha- 
sizes the differences between ECG’s of infants and adults. You'll like his extensive cover- 
age of the differential diagnosis of murmurs. 


The author’s primary emphasis is on office management. He tells you how far you 
can go with normal clinical tools—what to expect from them—and when to turn to 
others for outside help. For most defects and diseases. he gives you a clear picture of: 
incidence. anatomy. physiology. clinical picture. course and prognosis. differential 
diagnosis. and treatment. 


Treatment is detailed. For instance. under therapy of acute rheumatic fever. you'll 
find discussions of hormones, salicylates. anti-congestive measures, eradication of the 
streptococcus, bed rest and diet. Surgical correction of congenital and acquired heart 


disorders is covered in terms of indications for surgery. principles of the operation 
and follow-up care. An excellent chapter considers anesthesia of children with heart 
disease. 


By ALEXANDER S. NADAS. 
M.D., F.A.A.P., Assistant Clini- 
cal Professor of Pediatrics, Har- 
vard Medical School; Cardiolo- 
gist, The Children’s Hospital: 
Physician, Sharon Cardiovascu- 
lar Unit, Children’s Medical 
Center, Boston. 587 pages, 634” 
x 9”, with 343 illustrations. 
$12.00. New! 


Schematic representation of right ante- 
rior oblique view of the heart in cardiac 


fluoroscopy. 
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NEW! 


Zimmerman and Levine's 


Physiologic Principles of Surgery 
Helps you understand and manage surgical patients’ problems 


Here is the first all-inclusive work to consider those disturbances of function so im- 
portant in surgery today. Every physician who is considering surgery for a patient 
will find this book a real boon to his understanding of just what is going on in his 
patient’s body—and how the situation can best be managed. 


50 authorities describe for you the physiological alterations occasioned by disease or 
injury. the effects produced by anesthesia and operation. and how to maintain an 
optimal internal environment. 


At least one chapter is devoted to each of the body organs or systems. First, the basic 
physiology of the system is reviewed. Then the author discusses the dysfunctions that 
may be brought about by various diseases. what physiologic results current surgery 


aims to attain, and how to manage the physiologic alterations brought about by the 
surgery itself. 


Valuable chapters are included on: metabolic changes associated with injury. in- 
fections and antibiotics, burns, hemorrhage and shock, blood transfusion, body fluids 
and electrolytes, nutrition, plasma protein and pain. 


By 50 Authorities. Edited by LEO M. ZIMMERMAN, M.D., Professor and Chairman of the Department of Surgery, Chicago 
Medical School, Attending Surgeon, Michael Reese and Cook County Hospitals; and RACHMIEL LEVINE, M.D., Chairman, 
Department of Medicine, and Director, Department of Metabolic and Endocrine Research, Medical Research Institute, Michael 


Reese Hospital, Professorial Lecturer in Physiology, University of Chicago. 988 pages, 614” x 934”, with 350 illustrations. 
About $13.00. New! 


HOW OLD IS YOUR DICTIONARY ? 


The New (23rd) Edition of the famous red Dorland Illustrated Medi- 
cal Dictionary was just published on March Ist. With 4,000 new 
words—it’s the finest in the medical dictionary field! 
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for every cough in the family 


CORICIDIN SYRUP 


adds cold relief to cough control 


Next time you treat a family down with colds and cough, prescribe CORICIDIN 
Syrup all around. Adults as well as children like its delightful flavor, and 
it brings all-round relief, too... 


the cough... Both throat “tickle” and cough are relieved by CORICIDIN Syrup 
through its suppressive, decongestant and expectorant action. 


the cold...Sneezing, nasal discharge and other allergy-like symptoms of a 
cold are soon cleared by the unexcelled antihistamine in CORICIDIN Syrup. 


and the patient... By stemming the progress of a cold, CORICIDIN Syrup 
helps prevent the often stormy aftermath of unchecked colds. Patients feel 
better, sleep better and recover more rapidly. 


Each teaspoonful (5 cc.) of CORICIDIN Syrup® contains: 


Dihydrocodeinone bitartrate. . . . . . . 1.67 mg. 
Chlorprophenpyridamine maleate .... 2 mg. 
Sodium #alicylate « « 226mg. 
Glyceryl guaiacolate .......4.. 30 mg. 


CORICIDIN Syrup is compatible with therapeutic — 
amounts of other medicaments, 

such as codeine salts, belladonna tincture 
and ephedrine sulfate. 


dosage — Adults —One teaspoonful 
every three or four hours, 

not exceeding four doses daily. 
Children 6-12 years— 

One-half adult dosage. 

Younger children— 

Adjust dosage according to age. 


packaging — CorRICIDIN® Syrup, 
4-ounce, pint and gallon bottles. 


©Exempt narcotic. 
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when coughing breaks the spell 
control the cough with 


CORICIDIN’ SYRUP’ 


Oexempt narcotic. 
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a happy start to control of children’s colds 
a fast finish for sniffles, sneezes, fever 


CORICIDIN’ MEDILETS 


(no caffeine) 
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comforting relief 
of children’s colds, fever... 


CORICIDIN MEDILETS 


(no caffeine) 


comfort for the child—Youngsters soon feel better when CORICIDIN 
MEDILETS dispel their cold symptoms. The antihistamine component relieves 
sneezing, nasal blockage and other allergic reactions while aspirin and 
phenacetin exert prompt analgesic-antipyretic action on aches, pains and 
fever. 


easier for the mother — Mother’s worries about the cold and its possible 
complications dissipate as children show improvement. They become less 
irritable and are easier to care for. They sleep better, too. And these 
confetti-gay tablets are easy to give because children like their cherry- 
lollipop flavor. 


Each CORICIDIN MEDILET contains: 

Chlorprophenpyridamine maleate ........ +6 6 « « « « « O75 mg. 


Under 6 years: One-quarter to one MEDILET according to age. 
Six to twelve years: One to two MEDILETs. 

The dose may be repeated every three or four hours 

but not more than six MEDILETs should be given 

within 24 hours. 


MEDILETS may be chewed and swallowed with liquids. 
For young children the tablet may be crushed 
and mixed with liquid or semisolid vehicles. 


packaging 
CoRICIDIN® MEDILETS,® bottles of 25 and 100. 
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Atnp another A.M.A. meeting is confounded 
by the elements. Last June it was the mon- 
soons in Chicago; and at the Clinical Session, 
it was fog in Seattle. 

I first learned of things to come at the air- 
port in Denver. A casual notice said the flight 
would terminate in Portland. Since the ground 
between Denver and Portland is a little un- 
even, it seemed logical either to spend a buck 
on a long shot (insurance) or have a couple 
of quick ones and let the pilot sweat it out 
by himself. 

We headed west and, after my second lunch 
(just finished an identical menu between 
Omaha and Denver ), I dozed off—only to be 
awakened by a physician leaning over me star- 


eA 


| 


ing out my window and mumbling something 
about “fog.” I’m not sure which was the more 


stimulating, the idea of fog or his Oxford shirt 
with diamonds instead of buttons. I wanted 0 
ask him how things were down in Texas, bit 
before I got the chance he was looking out 
someone else’s window, and the first thing I 
knew, we were all looking out windows; I 
couldn’t see anything, including the ground. 
There’s something about people looking out 
the windows on airplanes that stimulates the 
other passengers to similar behavior. 

I casually ambled up to the washrooms 
(you have to go in both to check all the mo- 
tors) and could find nothing amiss—vwe still 
had four. Then the pilot said we were ap- 
proaching Portland where buses would take 
us on to Seattle—as though it were just over 
the bridge. Next, the stewardess came around 
and said, “Could I have your address’”—I 
smiled—“for United Airlines?” she added. 

“What’s up?” I asked. “Is this to notify the 
next of kin if the bus doesn’t make it?” 

“No, it’s to apologize for the inconvenience.” 
And so help me, they did. There were so 
many planes sitting around in Portland it 


looked like an air show, and so many doctors 
it looked like a convention. 

We all boarded the bus for Seattle, read 
the “No Smoking” sign, and “lit up.” After a 
couple of hours, we were let out to feed and 
water. The man at the drive-in where we stop- 
ped figured prosperity had finally arrived; 
but one of the regular customers presumably 
thought otherwise, since he asked how many 
guards were with us. 

Sometime during the same night, we made 
Seattle; and even later the same night, we 
located the hotel in the fog. Everyone was in 
a happy frame of mind, and, had they been 
able to locate a tree in the fog, probably would 
have lynched the night clerk at the hotel. The 
only specialist who requires more tact than a 
night clerk during a convention is an allergist 
(Continued on page A-20) 
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ice 


© nonaddictive, well tolerated, relatively nontoxic 
® well suited for prolonged therapy 


no blood dyscrasias, liver toxicity, Parkinson-like syndrome 
or nasal stuffiness 


chemically unrelated to chlorpromazine or reserpine 
© does not produce significant depression 


® orally effective within 30 minutes for a period of 6 hours 


anxiety and tension states, muscle spasm. 


THE ORIGINAL MEPROBAMATE 


® 
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Tranquilizer with muscle-relaxant action 


DISCOVERED AND INTRODUCED 
WALLACE LABORATORIES, New Brunswick, J. 


2-methyl-2-n-p-opyl-1 ,3-propanedio! dicarbamate—U.S. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 


Literature and Samples Available on Request 


CM-3706-R3 
THE MILTO WN ® 
MEPROBAMATE MOLECULE 
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VITAMINS LEDERLE 


Separate packaging of dry vitamins 
and diluent (mixed immediately be- 
fore injection) assures the patient a 
more effective dose. May also be 
added to standard IV solutions. 


Dosage: 2 cc. daily. 


Each 2 cc. dose contains: 
Thiamine HCI (B,) 10 mg. 
Riboflavin (B.) 10 mg. 
Niacinamide 50 meg. 
Pyridoxine HCI (B,) 5 meg. 
Sodium Pantothenate 10 mg. 
Ascorbic Acid (C) 300 mg. 
Vitamin 15 mcgm. 
Folic Acid 3 mg. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 


U.S. PAT. OFF. 


“Placebo” 


treating a patient with hemorrhoids duri ig 
hay fever season. 

The meeting was well attended and tiie 
samples were well received. The commercial 
exhibits had a couple of new wrinkles—one 
was a phone for free long-distance calls; you 
could call home and find out what you should 
be worrying about. At another booth you 
could get a free rubber stamp with your name 
on it, or, for that matter, with anyone else’s 
name if you preferred. One scientific booth 
was quite unusual; it apparently was manned 
by a group of school children who were wait- 
ing on their parents. 


Suddenly the fog cleared—just after I had 
talked myself and a few friends into canceling 
their plane reservations. Then we all got a 
look at Seattle. It’s a clean, polite and vigor- 
ous place, where people seemed happy to be. 


If you Change 
YOUR ADDRESS 


Won't you please notify us 


as far in advance as possible. 
Send your old address to- 
gether with the new. 


Copies mailed to your old 
address will not be forwarded 
by the Post Office unless you 
provide the Post Office with 
{ the forwarding fee. 


Send your change of address to 
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This might have been prevented, but... 


... her parents “didn’t want to bother Doctor Jones” about any- 
thing as commonplace as acne. Moreover, drawn-out treatment 
“would be expensive” and this unfortunate young woman (whom 
we'll call Betty) “would outgrow her acne” . . . or so they believed. 


So, like the good daughter she was, Betty followed the misconcep- 
tions of her parents and did not seek treatment for her acne. 

Today, she’s paying the twofold consequences of such neglect: 


Her facial scarring is permanent and plain to see. Not visible. 
though equally severe, is her disquieting emotional withdrawal. 


Betty symbolizes why we periodically remind you— 


When a teen-ager comes to you for any reason... 
treat that acne, too! 


Smith, Kline & French Laboratories, Philadelphia 


* 
makers of AC N 0 M E L (Cream & Cake) 


*T.M. Reg. U.S. Pat. Off. the most widely prescribed acne preparation 


March 1957 


| 
521 
| 
| 
| 
| 
A-21 


Sexual Deviations 


ALAN CANTY* 


Detroit 


Sex crimes and sexual 
criminals are a problem 
to everyone in the field 
of law enforcement. Fol- 
lowing one well-publi- 
cized sex crime, the citi- 
zen becomes alarmed, 
frightened and aroused. 
He has a desire for pro- 
tection and, in some 
cases, for revenge. 
When the public is 
aroused, citizens report 
more offenses and their apprehension is further 
reflected by alertness to suspicious persons or 
circumstances which they consider sexually 


ALAN CANTY 


*Executive Director, Psychopathic Clinic, Recorder's Court, Detroit, 
Michigan. 


Presented at the sixty-third annual Conference of the International 
Association of Chiefs of Police at Chicago. 


rensie 


kditors 


Dr. Samuel A. Levinson 
Dr. Milton Helpern 
Dr. Maier |. Tuchier 


threatening. This means more arrests and more 
investigations which result either in the classifi- 
cation of suspects as to their possible involve- 
ment in the case under investigation or the reali- 
zation that there is no evidence to connect the 
suspect with this particular crime. 

Whenever a vicious sex crime occurs. such as 
the rape and murder of a little girl, hundreds of 
suspects may be brought in for study. All known 
sexual deviates in the area are certain to be in- 
vestigated. Which of these suspects, though not 
involved in the crime under investigation, might 
nevertheless be reacting to dangerous symptoms 
or might be considered as suspects in other un- 
solved sex crimes presents a problem of decision. 

In this situation, the police investigator feels 
insecure and welcomes the advice and assistance 
of the skilled psychologist or psychiatrist, par- 
ticularly if this specialist is experienced in work- 

(Continued on page A-24) 
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ATARAX 


(brand of hydroxyzine) 


brings peace of mind 


WITHOUT DISTURBING MENTAL ALERTNESS 


QUICKLY action starts within 15 minutes. 


SAFELY —no significant side effects 
reported. 


INDICATIONS: For the “more normal” patient, in 
conditions where emotional stress is a factor, 
such as: tension - anxiety - neuroses - senile 
anxiety « insomnia - climacteric - peptic ulcer 
functional G.I. spasm - hypertension - cardiac 
disease - anxiety, restlessness, night terror 
and hyperactivity in children. 


DOSAGE: Adults, usually one 25 mg. tablet, or 
two teaspoonfuls Syrup, three times daily. 
Children (over 3 years), usually one 10 mg. tab- 
let, or one tsp. Syrup, once or twice daily. 

Since response varies from patient to patient, 
dosage should be adjusted accordingly. 

SUPPLIED: Tablets: Tiny 10 mg. (orange) and 


25 mg. (green), bottles of 100. Syrup: 10 mg. 
per teaspoonful, pint bottles. 


1. Farah, Luis: on the use of in psychosomatic affections. Intl. Rec 

and G.P. Clin. 169:379: Gane) 1956. 2. Robinson, Harry Jr., et al: Hydroxyzine (ATARAX) 4 
poms nas therapy. J.A.M.A. 161:604 (June 16) 1956. 3. Shalowitz, M.: Hydroxyzine: a new therapeutic agent for 
senile anxiety states. Geriatrics ‘11: 13 (July) 1956. 4. hy x: Guy: report by Neuropsychiatric Department of the Civil 
Hospital of Charleroi, Dec. 19, 1955. 5. Heuyer, G., Lang, J. U. and Chevreau, J. P.: Poe results obtained with ATARAX 
in child psychiatry. Children’ s Neuropsychiatric Service, ‘La ee, Paris. 6. Bayart, J.: On treatment by hydroxy- 
zine of nervous during t the International Congress of Pediatrics, Copenhagen 

CHICAGO 11, Denmark, July 22-27, 1956. 
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ing with criminal offenders. Fortunate indeed is 
the police department which has ready access to 
consultants of this type. 

As Director of the Psychopathic Clinic of the 
Recorder's Court, | have had occasion during the 
past 26 years to collaborate with a staff of psy- 
chiatrists and clinical psychologists in the study 
of convicted criminal offenders in the city of 
Detroit. Since the 10 judges in this court are 
responsible for trying cases involving all crimi- 
nal offenses committed in this city, all types of 
criminal offenders may be referred to the clinic 
by the trial judge interested in the clinic’s ad- 
visory services. 

In an average year, the clinic studies more 
than 2500 convicted criminal offenders. About 
500 of these (20 per cent) are sexual offenders. 
A five hour study including the physical, psy- 
chiatric, psychologic and sociologic aspects is 
done on each such offender. This 2500 hours 
each year, devoted to the study of sexually mal- 
adjusted criminal offenders, has given us some 
understanding of sexual problems in their rela- 
tionship to crime. As a result. we have found it 
possible, in some cases, to offer helpful advice to 
our associates in the field of law enforcement. 

The desire for such assistance was first brought 


1 tablet 
all day 


Now 
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to my attention 21 years ago when I was aske 
to discuss sexual offenders before a class of stu. 
dent patrolmen and policewomen in the Detroi: 
Police Academy. Since that time, every class o/ 
trainees has been given this instruction. Thi. 
material has been analyzed in more detail as « 
part of the Detroit Police Department In-Service 
Training Programs and in special courses for 
police officers developed by Wayne State Univer- 
sity. | have discussed these programs in more 
detail in a previous paper.* 

While working with these law enforcement of- 
ficers, we have learned something about their 
problems, and they, in turn, have acquired valu- 
able knowledge about human behavior. Today 
there is a very close working relationship between 
these two units of city government. the Psycho- 
pathic Clinic of the Recorder’s Court and the 
Detroit Police Department. This relationship is 
based on our mutual interest in a common prob- 
lem—protection of the citizens in our commu- 
nity from the offenses committed by the sexually 
deviated criminal. 


*“Psychological training of police officers.” Published 


in The Police Year Book, 1954. 
(Continued on page A-26) 


Simplified dosage* 
to prevent 
Angina Pectoris 


Metamine 


Triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


*Usual dose: Just 1 tablet upon arising and one before the evening meal. Bottles 
of 50 tablets. THos. LEEMING & Co., INc., 155 East 44th Street, N.Y. 17, N.Y. 
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FROM HERE... 


---TO VITALITY 


The Modern Alleotic* 


Vistabolic is a new gerontotherapeutic prepa- 
ration. It provides anti-stress, anabolic, and 
nutritional support, and speeds the geriatric 
patient to recovery from surgery, debilitating 
disease, fatigue, ncurasthenia, and other stress- 
ful situations. 


Each oral tablet provides: Each cc provides: 
Hydrocortisone... .... mg. <& anti-stress aid Hydrocortisone acetate .. 1.0 mg. 
Stenediol® (Methandriol) . . 10.0 mg. <= anabolic aid —> Stenediol® (Methandriol). . 10.0 mg. 
Bifacton® (Vitamin Bi2 £ nutritional aid > Vitamin B:2 activity (from 

w/ Intrinsic Factor Pernaemon®, Liver 

Concentrate) Injection, U.S.P.) . « 20.0 mcg. 

Oral unit 
Available in 10-cc vials and boxes of 30 tablets, 
Professional literature available on request. 


*Vistabolic is an alleotic, an alterative remedy aiding recovery from stress. 


Organon INC. 
ORANGE, N. J. 
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It is not within the scope of this paper to dis- 
cuss sexual maladjustment in all its possible 
criminal ramifications. Over the years we have 
had occasion to study individuals who were 
expressing their sexual maladjustment by com- 
mitting every conceivable kind of unsocial and 
antisocial criminal sexual act. A few sexual of- 
fenders of particular interest to the law enforce- 
ment officer will be considered briefly. 

From time to time, law enforcement officers in 
every community are called on to investigate the 
rape and brutal assault of a woman or girl. Evi- 
dence of strangulation, knife wounds, skull frac- 
tures or other indications of violence may be 
observed. Not uncommonly, the victim has died 
from such mistreatment. This behavior is the 
hallmark of the sadist. 

A sadist is an individual who experiences sex- 
ual excitement or derives sexual pleasure from 
hurting someone. If he becomes sexually aroused 
because of his victim’s suffering or, more par- 
ticularly. if he finds it necessary to injure or tor- 
ture his victim to achieve sexual gratification, 
he is a true sexual sadist. This deviate is by far 
the most dangerous of all sexual criminals with 
whom law enforcement officers must contend. 

Another very common offense is that involv- 
ing the man whe has sexual relations with a girl 
of less than statutory age. This is, in some in- 
stances, merely a situation where a young man 
takes advantage of such an opportunity with a 
young girl who is herself cooperative. At other 
times, we find a man, bored and surfeited with 
normal sexual activities. who looks forward to a 
new or unusual sexual experience with a girl 
who is a minor. 

In the majority of these cases. however, we 
are dealing with a man who is reacting to feel- 
ings of sexual inferiority. This psychologic con- 
dition is referred to by the Freudian as the cas- 
tration complex. These castration ideas or feel- 
ings of sexual inferiority can develop for a num- 
ber of reasons, some of which will be discussed 
later. In studying cases of sexual relations with 
minor girls, we often find that the inferiority 
feelings are related to some organic defect of the 
sex organs. This may be a feeling of misgiving 
as to the small size of the penis or concern for 
an undescended testis. Premature ejaculation, 
with its attendant dissatisfaction for the sexually 
experienced woman and embarrassment for the 
man, can lead to similar feelings of inadequacy. 

Most important in such circumstances is the 
fact that the sexually insecure man avoids con- 
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tact with sexually experienced adult women ; 
fear of embarrassment, or because he has bee 
ridiculed as the result of his organic or fun 
tional problem. He then turns to young, sexual], 
inexperienced girls, for he feels they will not de- 
tect his peculiarities or inadequacies. Thus he 
becomes aware that he is emotionally more con.- 
fortable in such relationships. 

Closely allied to this offense is the sexual 
molestation of young girls, which does not in- 
volve actual or attempted intercourse. This is 
an offense committed by the very old man who 
is impotent and incapable of experiencing nor- 
mal sexual relations. His feelings of frustration 
and embarrassment increase with each sexual 
failure. He then engages in sexual play with very 
young girls, thus avoiding criticism for his lack 
of adult sexual prowess and entertaining the 
vain hope that his impotence will accordingly 
disappear. 

The crime of indecent exposure, exhibitionism. 
leads all others in numerical frequency. Nearly 
20 per cent of the sex crimes studied in the Re- 
corder’s Court Clinic each year are of this type. 
This offense is usually committed by a young 
man who is conscious of sexual insecurity as a 
result of guilt feelings associated with masturba- 
tion, unsatisfactory marital sexual adjustment. 
or an organic sexual problem such as those pre- 
viously described. 

These individuals are reacting to what is vir- 
tually a neurotic compulsion to expose their pri- 
vates. In attempting to compensate for their feel- 
ing of inferiority, they seek to demonstrate—to 
prove—their masculinity by overt display of the 
privates. The exhibitionist is not aware of how 
cause-and-effect is operating; he only knows that 
periodically he has driving urges to expose his 
privates. Psychologically, we understand his ex- 
posure as his way of denying or escaping from 
his deep-seated feelings of sexual inferiority. 

Homosexuality is widely recognized today as 
resulting from an inability to resolve childhood 
emotional problems or as developing through 
contact with older homosexuals during child- 
hood or early adult life. Latent or mild homo- 
sexual tendencies are present in large numbers 
of people and manifest themselves in many ways 
short of overt sexual relationships. 

The law enforcement officer is chiefly con- 
cerned with the adult homosexual who may be 
found accosting strangers in a public place. or 
who is engaged in an occupation which furnishes 
(Continued on page A-28) 
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XYLOCAINE’ OINTMENT asrna 


(Brand of lidocaine*) 
a new form of the widely accepted Xylocaine Hydrochloride solution 
@ Xylocaine Ointment provides unusually 


rapid, and deeply penetrating anesthesia 
without the drawback of toxicity, sensitization 


or irritation. Xylocaine is unique in this respect. 


@ For use in the control of itching, 
burning and other dermatologic distress. May 
also be applied liberally on skin and 
accessible mucous membranes to prevent pain 
during examination or instrumentation. 


@ Available in a water soluble, 
nonstaining vehicle as 2.5% and 5% 
Xylocaine base in collapsible tubes or wide-mouth jars, 
each containing 35 grams (approx. 1.25 ounces). 


Xylocaine Ointment is now made available at the 
request of many physicians, surgeons, and 
anesthetists who routinely use Xylocaine Solution. 


Astra Pharmaceutical Products, Inc. 
Worcester 6, Massachusetts 


*U. S. Patent No. 2,441,498 
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opportunities for sexual advances to children. 
These people are. by and large. an unhappy 
group. They may hide their emotional distress 
by displaying a superficial facade of joviality 
and contentment. but, basically. they are severely 
discontented because of their maladjustment. 

Our society is built around the home and the 
desire for parenthood. The homosexual cannot 
fit himself into this social structure. Sometimes. 
in a desire to escape from—or perhaps merely 
to hide—his real desires, he retreats into mar- 
riage. In some instances, he is able to conceal 
his basic problem from his wife for a time: but, 
in any case, marriage proves to be no “cure” for 
his homosexuality. 

From the law enforcement standpoint, | would 
place chief emphasis on detection and apprehen- 
sion of the adult homosexual who is molesting 
children and give less attention to those homo- 
sexuals who restrict their activities to other 
homosexual adults. This latter type. of course. 
must not be permitted to carry out his activities 
at the expense of public embarrassment. 

Incest is a much more common sexual offense 
than is generally suspected. We find that contact 
between father and daughter is the most preva- 
lent type. with the brother-sister and mother-son 
relationships following in that order. In study- 
ing father-daughter cases, we often find a man 
with a strong sex drive who cannot find more 
socially acceptable outlets for his sexual desires. 
The old-world concept of the father as the lord 
and master and the children as his chattels is 
many times observed. 

From the investigative standpoint. the girl’s 
story must be carefully explored, since it often 
develops that the girl has accused a parent or 
other relative to protect a boy friend or in an 
attempt to “get even” with the father or brother 
because of real or imagined acts of aggression 
toward her. This problem is often encountered in 
working with girls who are mentally defective. 

The fetishist is stimulated by articles of wear- 
ing apparel worn by the opposite sex or by parts 
of their bodies not ordinarily associated with 
sex. Such male deviates will steal women’s shoes, 
stockings or underwear, or will snip off a lock 
of their hair. They may be filled with the desire 
to fondle women’s feet or to rub their elbows. 
This is a displacement of interest from areas of 
the body generally considered sexually to other 
less commonly interesting areas. 

These deviates ordinarily do not commit 
crimes of sexual violence. but sometimes they are 
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brought before the court for burglary, larce: , 
or assault and battery because of their desire \) 
acquire sexually stimulating articles or folloy - 
ing their arrest for jostling or fondling women 
in public places. 

In searching a suspect's room, person or car. 
the police officer sometimes finds a collection of 
obscene pictures. In most instances. he will dis- 
cover a series of photographs or drawings of a 
man and woman disporting themselves in vari- 
ous sexual positions. In some instances, however, 
a collection of a single type of pictures will he 
found. These may depict sadistic activities or 
men engaged in sex play with young girls. In 
any case, pay attention to the nature of the pic- 
tures. If the suspect has a picture collection 
which shows one particular deviation, you have 
a right to suspect the offender of having an ab- 
normal interest in that type of sexual activity. 

| have described briefly a few of the more 
common sexual maladjustments but have by no 
means discussed them in exhaustive detail. Many 
other deviations can only be mentioned in pass- 
ing. | have discussed sadism—the desire to hurt 
—but have not mentioned its opposite, maso- 
chism—the desire to be hurt. | have described 
exhibitionism—the desire to be seen—but have 
not talked about its opposite, voyeurism—the de- 
sire to see. | have not mentioned nymphomania 
the pathologically excessive sexual desire in wom- 
en—or satyriasis—its counterpart in men. 

Not mentioned are bestiality—sexual relations 
with animals—and the rarest deviation of all. 
necrophilism—intercourse with corpses. All these 
and many other deviating kinds of sexual be- 
havior have been studied in our clinic. 

A few years ago, Dr. Kinsey, in his first book. 
“Sexual Behavior in the Human Male.” caused 
quite a stir when he pointed out that many of us 
had secret thoughts, desires and appetites, about 
which even our best friends and closest relatives 
knew nothing. This was not news to those of us 
who have spent our lives in the study of human 
behavior. For years we have been telling our 
undergraduate students taking courses in abnor- 
mal psychology that “every normal person has 
certain abnormal traits.” This is axiomatic. The 
dividing line between normal and abnormal be- 
havior is often very thin. 

Many of the forms of sexual expression | 
have described are exaggerations, or perhaps 
perversions, of normal impulses. If the sexually 
maladjusted individual commits a criminal of- 
(Continued on page A-39) 


POSTGRADUATE MEDICINE 


. 
; 
7: 
Bes 
| 
A-28 
-28 : 


STRESSCAPS lish the spe- edge regarding the vitamin re- Pyridoxine HCI (Bs) 
cific vitamin losses sustained by quirements of the human Folic Acid 


fense. his sexual impulses not only are exag- 
gerated but also are out of control. The power 
to inhibit, repress or control these impulses is, for 
some individuals, never very strong. In others, 
ability for control is weakened by physical dis- 
ease, mental deterioration associated with senil- 
ity, alcoholism or drug addiction. 

Habitual use of the more powerful narcotic 
drugs has a dampening effect on sexual interests 
and desires. On the other hand. the use of mari- 
huana, for example, while it does not cause a 
person to become sexually deviated. has an ef- 
fect similar to alcohol in that it weakens the 
controls, releasing desires which are, at other 
times, under control. It is important to remem- 
ber that the abnormal sexual desires or tenden- 
cies, though hidden, were present before the al- 
cohol or other drug was taken into the body. 

Alcohol does not put into the individual wish- 
es. thoughts, desires, interests or appetites which 
were not there before. It is as though the alcohol 
opens the door and exposes what is really in- 
side. The next time an offender attempts to avoid 
moral—if not legal—responsibility for his mis- 
behavior by remarking that he doesn’t know what 
happened because he was drunk, ask yourselves. 
since you now know he has these abnormal tend- 


For help in 
building your 
personal capital 
in face of today’s 
high tax structure 


Turn to Pages A-158-159 
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encies. what will happen the next time he \e- 
comes intoxicated and his power of contro. is 
weakened or eliminated. The answer to this g .es- 
tion is obvious. 

Sexual deviates are a heterogeneous rather 
than a homogeneous group. They are not all «an- 
gerous in the sense of committing vicious se\ual 
assaults. The sadist or uninhibited rapist is. for- 
tunately. present in our society in very small 
numbers. On the other hand. people with less 
severe sexual problems may be found everywhere. 

Women, for example. can react to sexual mal- 
adjustment and are seen in our criminal courts. 
Apart from prostitution, they are arrested for 
contributing to the delinquency of minors, adul- 
tery. pandering. homosexuality, sometimes for 
indecent exposure or indecent and obscene con- 
duct. and for other sexual indiscretions. While 
criminal statistics are heavily weighted on the 
side of male sexual deviation, the female who 
has sexual problems is equally well known to the 
divorce court. the marital counselor and_ the 
psychiatrist. 

The most dangerous sexual deviate is the sad- 
ist: the most innocuous, the voyeur: the most 
common, the exhibitionist: the most misunder- 
stood, the homosexual. The most readily treat- 
able deviate is the youth who has an average 
intelligence and a really sincere desire to co- 
operate. 

The sexual deviate does not progress from less 
serious forms of sexual expression to more se- 
vere types of maladjustment. Neither does he 
ordinarily commit a completely new kind of of- 
fense that is radically variant from his usual 
sexual behavior or misbehavior. The sadist. for 
example, finds no satisfaction in stealing wom- 
en's panties or shoes, or snipping off locks of 
their hair. By the same token. the homosexual 
experiences no sexual gratification from indecent 
exposure. 

' The law enforcement officer does not round up 
all known pickpockets when he is investigating a 
safe robbery. It is possible, of course. that a 
pickpocket might attempt a safe robbery. but the 
police officer's experience teaches him that this 
is not at all likely. It is even less likely that a 
person reacting to a sex problem which causes 
him to express his sexual maladjustment in a 
particular way would commit a sex crime com- 
pletely unrelated to his emotional desires. The 
sexually maladjusted individual chooses the sex- 
ual behavior or misbehavior which best satisfies 
his psychologic needs. 
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Start all your hypertensives on RAUVERA 
for greater SAFETY 


Safety is a distinguishing feature of Rauvera, a potent antihypertensive 
agent with safeguards inherent in the purified mixed alkaloid fractions, 
alseroxylon (1 mg. per tablet) and alkavervir (3 mg. per tablet). The 
risks of depression, postural hypotension or reduction of blood pressure 
to undesirable levels are virtually absent with Rauvera. Patients can 


be started routinely on Rauwvera, and therapy can be continued over long 
periods of time. 


More EFFECTIVE therapy Atseroxyion and 


alkavervir combined are much more effective than either drug used 
alone. The resulting additive if not synergistic action provides full 
antihypertensive effects with relatively smaller doses of each drug and 
with fewer side actions. 


SMITH-DORSEY: Lincoln, Nebraska «a division of The Wander Company 
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of late news of interest to the practicing physician 


HAND SURGERY 


High lights of the meeting of the American Society for Surgery of the Hand: 

@ Tendonesis has benefited some poliomyelitis patients, previously dismissed 
for surgical consideration. Opening and closing functions in the paralyzed hand 
have been achieved when only one or two muscles were left unaffected by the 
disease.—Dr. C. Edwin Irwin, Atlanta, and Dr. James B. Wary, Winston-Salem. 

@ Certain hand injuries can be treated by small split-skin grafts that per- 
mit the patient to return to work immediately. Immobilization in a sling is not 
necessary.—Dr. Adrian E. Flatt, University of Iowa. 

@ Open skin grafts, unprotected by dressing, are frequently useful in closing 
complicated granulating wounds of the hand, fingers and bone cavities. Without 
a dressing, the temperature of the graft approximates more closely the normal 
temperature of the skin, and the wound is kept drier by evaporation—Dr. 
Bradford Cannon, Boston. 

@ Painful fingers that are swollen or discolored may have a tumor that has 
spread from the lung. Sometimes the primary silent neoplasm existing in the 
lung does not give symptoms until months after the finger pain. The prognosis 
for life in these cases is very poor.—Dr. Robert Kerin, New Britain, Conn. 


Group PSYCHOTHERAPY 


High lights of the 14th annual conference of the American Group Psychotherapy 
Association: 

@ Encouraging results have been achieved with group psychotherapy of 
homosexuality. As a rule, homosexuals consistently manifest intense hostility 
toward psychiatrists. The goal of group therapy is to permit patients to regard 
their homosexuality as a symptom of a personality problem and not as an innate 
sexual aberration. Through their relationships with other members of the group, 
it becomes possible for homosexuals to acquire sufficient ego strength to face 
the underlying reasons for their condition——-Dr. Samuel B. Hadden, University 
of Pennsylvania. 

@ Group treatment of alcoholics appears to be effective where individual 
therapy fails. The group approach fulfills the alcoholic’s need to identify with 
other alcoholics——Dr. Hendrik Lindt, Hartford, Conn. 

@ It is not the attitude of the father alone—or of the mother—that basically 
influences a child’s behavior. It is the interaction of both parents, the clashing 
of their own emotional needs, that can create the unwholesome atmosphere in 
which maladjustment flourishes.—Dr. Rachel B. Bross, New York. 
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What’s Happening in Medicine 


ORTHOPEDICS 


High lights of the annual meeting of the American Academy of Orthopaedic 
Surgeons: 

@ Fat embolism, following fractures of the long bone, can be the actual 
cause of death in cases where shock is blamed. Because of its high fat content 
and large network of blood vessels, bone provides an ideal setting for invasion 
of fat droplets into the general blood stream after injury—Dr. Leonard F. 
Peltier, University of Kansas. 

® Unexpected overgrowth of the lengthened bone beyond that obtained at 
the time of surgery, the disability of joints adjacent to the lengthened bone, and 
nerve and circulation complications were seen in a 25 year follow-up of leg- 
lengthening procedures. These should make one wary of employing the opera- 
tion on a general scale-——Dr. Harold A. Sofield, Oak Park, Iil. 

@ Data collected on 270 cases treated by members of a fracture committee 
over a four year period suggest that indications for the use of a prosthesis in 
treating fresh fractures of the neck of the femur are: (1) in the old, poor-risk 
patient in whom it seems unlikely that a secondary surgical procedure would 
be possible, (2) when early ambulation is essential and the condition of the 
patient makes the use of a walker or crutches unlikely, (3) in patients who 
have Parkinson’s disease or spastic hemiplegia, and (4) when satisfactory reduc- 
tion and internal fixation of the fractures cannot be obtained by other means.— 
Dr. Fred C. Reynolds, St. Louis. 


DIET AND CORONARY DISEASE 


The profession is not justified in recommending a revolutionary change in eat- 
ing habits on the evidence thus far concerning diet and coronary disease. There 
is not sufficient knowledge of the nature of hyperlipemia nor can it be said under 
what conditions and at what levels hyperlipemia can result in lipidosis of the 
coronary arteries——Dr. Herman E. Hilleboe, New York State Commissioner of 
Health, before the conference sponsored by the New York Heart Association. 


PsYCHOSOMATIC MEDICINE 


Relief of anxiety is considered essential in treating many physical diseases, 
physicians told the regional postgraduate medical clinic at Boston’s New Eng- 
land Medical Center. Dr. Peter J. Warter, Philadelphia, said use of a tran- 
quilizing agent can reduce the amount of hormones required to relieve arthritic 
pain. Dr. Joseph Rogers, Tufts College Medical School, noted that most of the 
symptoms attributed to the menopause are related to anxieties and depressions 
occurring at this time of life and are not entirely due to hormonal changes. Dr. 
Franz J. Ingelfinger, Boston University, said that except for surgical cases and 
diseases of the liver, the majority of cases seen by physicians have some relation 
to emotional factors. 


CANCER 


A review of a large series of bone tumors indicates that in the area of erroneous 
interpretation, as many problems have been created by overdiagnosis as by 
underdiagnosis, said Dr. Vernon Luck, director of the Los Angeles Orthopaedic 
Hospital, before a seminar sponsored by the Arizona division of the American 
Cancer Society. Overdiagnosis sometimes leads to needless radical therapy. 
When in doubt, conservatism should be followed, said Dr. Eugene Pender- 
grass, University of Pennsylvania. He pointed out that the surgical cure rate for 
bona fide cases of bone cancer seldom exceeds 5 or 10 per cent and that some of 
the “cures” effected by amputation have turned out to be benign conditions. 
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anemias you encounter respond rapidly to 


TRINSICON 


( Hematinic Concentrate with Intrinsic Factor, Lilly) 


potent - convenient - economical 


Because anemia complicates so many clinical conditions, “TRIN- 
SICON’ serves a vital function in your total therapy. It provides 
therapeutic quantities of all known hematinic factors. Just 2 
pulvules daily provide a standard response in the average un- 
complicated case of pernicious anemia and related megaloblastic 
types. “Trinsicon’ also offers at least an average dose of iron for 
hypochromic anemias, including nutritional deficiency types. 
Available in bottles of 60 and 500 at pharmacies everywhere. 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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VIRTUALLY 
ANTIPRURITIC 


NONSENSITIZING 


CREAM 


“Its over-all effectiveness as an antipruritic and the high 
degree of tolerance to it have made it a very useful 
preparation.” * 

promptly relieves itching—in 

a wide variety of skin disorders— 

for prolonged periods of time 

rapidly allays the intense 

anal itching associated with 

pinworms 

remarkably free of sensitization 


*Perazil’ brand Chlorcyelizine Hydrochlo- 
ride Cream 1%. Nongreasy base. 
Available in tubes of 1 0z., jars of 1 Ib. 


*Ayres. S., III, and Ayres, S., Jr.: “A.M.A. 
Arch. Dermat. & Syph. 69:502 (April) 1954. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Have you received 
your goosequill ballpoint pen? * 
It's free to physicians. 

Ask your Wyeth Representative 
or write on your prescription 
blank to Wyeth Laboratories, 
P.0. Box 8299, 
Philadelphia 1, Pa. 


-PEN+VEE*Oral is Penicillin V, Crystalline (Phenoxymethy! 
Penicillin), Tablets 


PEN* VEE Suspension is Benzathine Penicillin V Oral Suspension 


1, Pa. 


2 
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‘ 
Oral Penicillin with Injection Pe?fgrmance Aq l 
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instant, deep anesthesia 
of accessible mucous membranes 


XYLOCAINE® JELLY 


(Brand of lidocaine*) 


a new form of the widely accepted injectable 
Xylocaine Hydrochloride 


© Provides more effective anesthesia of longer 
duration than any comparable preparation used in the 
genito-urinary tract, ear, nose and throat. 

® Establishes immediate, intimate and prolonged 
contact with mucous membranes due to the low surface tension 
and high viscosity of its water-miscible base. 

© Effectively lubricates for easier instrumentation. 

® Nonstaining . . . easily removed with water... 
nonsensitizing and nonirritating. 


Xylocaine Jelly contains 2% Xylocaine Hydrochloride in a sterile aqueous 
jelly adjusted to suitable viscous consistency with carboxymethylcellulose. 


Supplied in collapsible tubes which deliver at least 30 cc. 


A detachable applicator cone and a key for expressing contents 
are included in each package. 


*U.S. Patent Ne. 2,441,498 
Xylocaine Jelly is now made available at the 
request of many physicians, surgeons, and 
thesiologists who routinely use Xylocaine Solution. o 


ASTRA Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 
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STERANE°won’t straighten his hook, cure his slice or put him on 
the green in three... but STERANE may reduce your rheumatoid 
arthritic’s handicap of joint pain, swelling and immobility. The 
most potent anti-rheumatic steroid, STERANE (prednisolone) is 
supplied as white, scored 5 mg. tablets (bottles of 20 and 100) 
and pink, scored 1 mg. tablets (bottles of 100). 


fizer. PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6,New York 
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Each Multiple Compressed Tablet of MEPROLONE . 


provides the inseparable antiarthritic, antirheumatic 
benefits of: 

1. Prednisolone buffered—the newest and most po- 
tent of the “predni-steroids” for prompt relief of 
joint pain and arrest of the destructive inflammatory 
process. 

2. Meprobamate—the newest and safest of the 
muscle-relaxant tranquilizers for profound relaxa- 
tion of skeletal muscle in spasm. 

Tolerance to this combination is good because there 
is little likelihood of sodium retention, potassium 
depletion or gastric distress with buffered predniso- 
lone, and meprobamate rarely produces significant 
side effects in therapeutic dosage. 

An additional important therapeutic benefit, often 
overlooked, stems from the tranquilizing action of 
meprobamate. This component of MEPROLONE re- 
lieves mental tension and anxiety so often manifest 
in arthritics, making them more amenable to other 
rehabilitation measures. 


INDICATIONS: A wide variety of conditions, in which 
four symptoms predominate: a) inflammation 4) muscle 
spasm ¢c) anxiety and tension d) discomfort and disability; 
i.e., rheumatoid arthritis, rheumatoid spondylitis (Marie- 
Striimpell disease), Still’s disease, psoriatic arthritis, osteo- 


Therapeutic benefits of MEPROLONE compared with traditional antiarthritics. 


| suppresses imparts 
relieves | inflam- | relaxes | eases sense of 
pain mation muscle | anxiety well-being 
}— + - 
Muscle relaxants Pa 
Tranquilizers J/1 


— 
MEPROLONE | | of | Jf id J 

1. Meprobamate is the only tranquilizer with 


‘ muscle-relaxant action. 


arthritis, bursitis, synovitis, tenosynovitis, myositis, fibro- 
sitis, fibromyositis, neuritis, acute and chronic low back 
pain, acute and chronic primary and secondary fibrositis 
and torticollis, intractable asthma, respiratory allergies, 
allergic and inflammatory eye and skin disorders (as main- 
tenance therapy in disseminated lupus erythematosus, 
periarteritis nodosa, dermatomyositis and scleroderma). 


SUPPLIED: Multiple Compressed Tablets in bottles of 
100 in two formulas as follows: Meprotone-!—1.0 mg. 
of prednisolone, 200 mg. of meprobamate and 200 mg. of 
dried aluminum hydroxide gel. Meprotone-2— provides 
2.0 mg. of prednisolone in the same formula. 
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NO OTHER 


ANTIRHEUMATIC 


PRODUCT 


PROVIDES AS MANY 


BENEFITS AS 


MEPRO|BAMATE 
PREDNISO | LONE, buffered 


THE ONLY 
ANTIRHEUMATIC, 
ANTIARTHRITIC 


THAT SIMULTANEOUSLY 


RELIEVES: 

1.MUSCLE SPASM 

2. JOINT INFLAMMATION 
3. ANXIETY AND TENSION 


4. DISCOMFORT 


AND DISABILITY 


MERCK SHARP & DOHME 
DIVISIDN OF MERCK & CO., INC. PHILADELPHIA 1, PA. 


MEPROLONE is the trade-mark of Merck & Ca., Inc. 
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Tension 
Units 


Increasing Efficiency of Fecal Softening 


THE ORIGINAL FECAL SOFTENER 


IN CONSTIPATION 


55.0 
— 
45.0; 
Clinical and physicochemical research have al 
40.0; established the optimal dosage for complete fecal 
softening. At a dosage of 240 mg. of dioctyl 
35.0; sodium sulfosuccinate once daily, surface tension NN 
30.04 lowering and homogenization reach the 
maximum effective level (average daily excretion 
25.0- 150-200 Gm.!). The chart indicates the need for 
a daily dosage of 240 mg. and substantiates the 
20.0 fact that no increase in fecal softening can be 
15.0 obtained from additional quantities. 
10.0- 
5.0- 
. 0.1 0.2 0.3 0.4 0.5 


Doxinate Concentration % 
1. Best & Taylor, The Physiological Basis of Medical Practice, 6th Ed. 
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CAPSULE DAILY 


provides 


——MAXIMUM EFFECTIVENESS 
with 


CONVENIENCE 
and ECONOMY 


In The Interest of Medicine Since 1870 


| 
| 
Lloyd | BROTHERS INC., CINCINNATI, OHIO 
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Ns cough’s controlled with 


BENYLIN 


EXPECTORANT 


When cough occurring with colds hampers on-the-job efficiency, your 


patients will welcome the promptness with which BENYLIN EXPECTORANT 


checks frequency and severity of cough, soothes irritation, and breaks up 
congestion. Because it contains the potent antihistaminic-antispasmodic 
Benadryl,® in addition to demulcent and expectorant agents, 

BENYLIN EXPECTORANT gives equally dependable relief when cough 
is of allergic origin, or when sneezing, itching, 

or other allergic symptoms are complicating factors. 


BENYLIN EXPECTORANT is without narcotic or central depressant 
action...may be administered to infants and children...and its pleasant 
flavor is acceptable to patients of all ages. 


BENYLIN EXPECTORANT contains in each fluidounce: 


Benadryl hydrochloride Parke-Davis) . 80mg. 
Ammonium chloride . 


12 gr. 
Sodium citrate 5 gr. 
Chloroform 2 gr. 
Menthol Yo gr. 


supplied: BENYLIN EXPECTORANT is available in 16-ounce and 1-gallon bottles. 


$ IP: PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 
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Each cc. provides phenylephrine HCI 3.6 mg., neomycin sulfate 1.5 mg. (equiv- 
alent to 1 mg. of neomycin base), and hydrocortisone 0.6 mg., in 

10 cc. leakproof, spillproof vials with metered-dose yalve 

and sterilizable unbreakable plastic nasal adapter. 


Unvarying Measured-Dose 
Nasal Medication 
Reaching the Entire Paranasal Mucosa 


ANTI-INFLAMMATORY Neutralizes the 
exudative phase of tissue reaction 


VASOCONSTRICTIVE Counteracts hyperemia 
of nasal and paranasal mucosa 


DECONGESTIVE Diminishes edema and ANTIBIOTIC Attacks bacterial invasion 
hypersecretion ...opens sinus ostia directly 


— Med i ha ler- Phen. .an ethical prescription item...—— 


makes squeeze bottle and dropper medications obsolete 


Medihaler-Phen isself-powered, measured- 
dose vaporized medication providing effec- 
tive relief for congested nasal and para- 
nasal mucosa. 

Its active ingredients— phenylephrine 
HCl, hydrocortisone, and neomycin sul- 
fate—are in wide clinical use. In Medihaler- 
Phen, for the first time, they are blended 
with an inert, nontoxic aerosol propellent, 
and are made more effective with a pene- 
trating surfactant. An accurately-meas- 


ured nebular cloud is gently ejected, re- 
gardless of how the Medihaler-Phen valve 
is compressed —not part spray, part stream 
as with spray bottles—not an irritating, 
powerful jet—no drops of liquid which 
tend to run out of the nasal passages. 

Because of the extremely small, uniform 
particle size of Medihaler-Phen nebuliza- 
tion, less medication is required to decon- 
gest the mucosa and open the ostia of 
paranasal sinuses. 
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RHINITIS 
SINUSITIS 
PHARYNGITIS 


due to upper respiratory infections and allergies 


tissue compatible 
ereater effectiveness 
longer lasting 

no rebound 


vest pocket size 


Medihaler-Phen is Safe 


... FOR CHILDREN, TOO 


Repeated use does not result in tachyphylaxis. . . . Does not 
possess the cardiac and nervous system-stimulating actions 
characteristic of other topical vasoconstrictors. . . . Even gross 
overdosage does not lead to drowsiness or deep somnolence in 
children. . . . Concentration of hydrocortisone effective locally, 
but produces no systemic effect. . .. Penetrates ‘mucous blanket”’ 
of nasal mucosa without irritation. 


OTHER USES Medihaler-Phen is also valuable in the 
symptomatic treatment of ‘‘postnasal drip’? due to 
excessive smoking, air pollution, steam heating, etc. 


ANOTHER FIRST 
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treat 


depression 
fatigue 


hypochondriasis 


¢ somatically 
psychically 
safely 


with new 


Dexazyme’ 


For the first time in the treatment of de- 
pression, improvement in mentation and 
metabolism and mood is now possible 
with a single therapy—Dexazyme. 


a Dexazyme elevates mood by combining 
E low, safer dosages of dextro-amphetamine 
with Pentrazol.* 


Dexazyme improves mentation and clarity 
of consciousness through action of Pentrazol 
and niacin, 


Dexazyme enhances metabolism by pro- 
viding niacin, thiamine, riboflavin and ascorbic 
acid. 


brand of pentylenetetrazo! 


R Dexazyme #60 Sig.:1 (or 2) 
capsules, t.i.d. with meals 


NEWTON 58, MASSACHUSETTS 
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IN THE COMMON COLD... 


to prescribe this new, 
multiple-action compound 
is to promote prompt relief 
of symptoms and aid 

In preventing 


bacterial complications 


e antibacterial e antihistaminic 
analgesic e sedative 
antipyretic e stimulant 


Supplied: Capsules, bottles of 36. Each capsule contains 62.5 
mg. (100,000 units) of penicillin V, 194 mg. of salicylamide, 
6.25 mg. of promethazine hydrochloride, 130 mg. of phenacetin, 
and 3 mg. of mephentermine sulfate. 


Penicillin V with Salicylamide, Promethazine Hydrochloride, Phenacetin, and Mephentermine Sulfate 


Wyeth 


Philadelphia 1, Pa. 
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try meyenberg 
goat milk first! 


Evaporated or Powdered, Meyenberg (the original) . 
Goat Milk is a natural milk likely to give prompt control : 
of cow’s milk allergy. It provides a soft, readily-digestible 


curd... will not cause the diarrhea often he 
associated with milk substitutes. 
Meyenberg Goat Milk is nutritionally equivalent § 

to evaporated cow’s milk in fat, protein and carbohydrates. } 


Specify Meyenberg Goat Milk First 
Evaporated in 14-ounce enamel-lined, vacuum-packed cans. 
Powdered in 14-ounce, vacuum-packed cans. 
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For further 
information write: 


JACKSON-MITCHELL 
Pharmaceuticals, Inc. 
Culver City, Calif. : 
Serving the 
Medical Profession 
Since 1934 
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Tetracycline Buffered with Sodium Metaphosphat: 


Chemically Conditioned To Produce Higher—Faster Blood Levels 


ACHROMYCIN V combines the well-known antibiotic tetracycline with 
metaphosphate to provide greater and more rapid absorption of the 
antibiotic in the intestinal tract. This increased absorption is evidenced 
by significantly higher blood levels and by an increase in the excretion 
of the ingested drug in the urine. It is thought that this beneficial absorp- 
tion is brought about by the chelating effect of the metaphosphate in 
the intestinal tract. 


*Reg. U.S. Pat. Off. 


Each capsule (pink) contains: Tetracycline equivalent to 250 mg. 
tetracycline HCI; Sodium Metaphosphate 380 mg. 
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The chemical structure of ACHROMYCIN remains unaltered. How- 
ever, its tetracycline action is intensified. Chemically conditioned with 
metaphosphate, ACHROMYCIN V offers increased clinical efficiency. 
ACHROMYCIN V is indicated in all conditions indicated for 
ACHROMYCIN Tetracycline, and the recommended dose remains the 
same—one gram per day for the average adult. 


ACHROMYCIN V places a newer, more effective therapeutic agent in 
the hands of the physician. 
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ACHROMYCIN 


chemically conditioned for 


greater antibiotic absorption 


faster broad-spectrum action 


Available: 

Vials of 16 and Bottles 
of 100 Capsules. 

Each capsule 

(pink) contains: 
Tetracycline equivalent 
to tetracycline HCl... 


250 mg. Dosage: 6—7 mg. 
Sodium metaphosphate... per Ib. of body weight 
380 mg. for adults and children. 


: . ~ 
. 
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© RETROLENTAL FIBROPLASIA 


Q. I would like to obtain information on the 
prophylaxis and current therapy used in retro- 
lental fibroplasia in newborn. 


M.D.—New Jersey 


A. Currently, there is no effective therapy for ret- 
rolental fibroplasia. Although the following proce- 
dure is disputed by some who say that it merely 
prolongs the exposure time, I and other physi- 
cians believe that if signs of retrolental fibro- 
plasia are noted, the child should be retained in 
an atmosphere of 30 to 40 per cent oxygen. The 
infant then should be weaned gradually from 
the oxygen by slowly reducing the concentration 
over a four to five day period. It is necessary to 
watch the fundi carefully: if the retinal condition 
becomes worse, the oxygen should be increased 
slightly and the weaning carried on even more 
gradually. 

It is well to dilate the pupils with 2 per cent 
homatropine instilled three times weekly during 
the active phase (first three months) of the dis- 
ease. In the event that the cicatricial retrolental 
membrane has not destroyed the retina, this may 
prevent the formation of posterior synechiae and 
preserve a useful pupillary aperture. 

Any physical abnormalities or diseases such 
as anemia or pneumonia should be treated vig- 
orously. Blood transfusions are inadvisable dur- 
ing the active stage of the disease, since they 
seem to make the disease worse. 

Mothers of premature babies must not have 
heavy sedation prior to delivery. When born, the 
babies must be handled gently and not trauma- 
tized in any way. 


Except as a lifesaving measure. oxygen should 
not be given to these infants. If used, the oxygen 


westions answered 


Readers may send questions froin 
their own practice or other medical 
problems which will be answered 
by qualified consultants. Replies are 
forwarded by mail immediately and 
selected questions and answers are 
published each month in this section. 


must be in as low a concentration as possible 
and used for as brief a time as is feasible. The 
concentration should not exceed 40 per cent oxy- 
gen: a lesser amount is preferable. The concen- 
tration in the incubator must be tested several 
times daily and tension fluctuations prevented. 

Infections and anemia should be treated 
promptly to prevent their hypoxic effect, and 
transfusions must be avoided if there are changes 
of retrolental fibroplasia visible in the fundi. If 
the retinas of premature infants are normal. 


‘there is no danger to the eyes from transfusions. 


® BRUCELLOSIS 


Q. What is the treatment for brucellosis? 
M.D.—Maine 


A. The use of antibiotic agents has provided 
excellent results in the treatment of acute bru- 
cellosis. If the patient’s renal function is normal. 
the generally accepted program of treatment for 
acute brucellosis is the oral administration of 
750 mg. of tetracycline every six hours and the 
intramuscular administration of 1 gm. of dihy- 
drostreptomycin every 12 hours for two weeks. 

The chronic localized forms of brucellosis in 
which results of culture are positive or in which 
significant agglutination titers are obtained also 
respond well to treatment. When the disease is 
chronic, 750 mg. of tetracycline is given orally 
every six hours, and a combination of 250 mg. 
streptomycin and 250 mg. dihydrostreptomycin 
is given intramuscularly every 12 hours for four 
weeks. Periods of extra rest and other supportive 
measures are the best treatment for exhaustion 
and weakness which occasionally follow attacks. 


(Continued on page A-52) 
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*Raudixin reduces mental tension 


Tranquilizing Raudixin reduces the mental tension which plays a 
significant role in hypertension... reduces mental tension as yet 
unrelated to physical symptoms. 


*Raudixin reduces hypertension 


Blood pressure lowering effect is gradual, sustained in hypertensives 
... little or no hypotensive effect is produced in normotensives. 


*Single daily dosage 


Discourages promiscuous over-use by patients . . . not habit-forming. 


AUDIX 


Squibb Quality—the Priceless Ingredient 
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Your Questions Answered 
TIC DOULOUREUX 
Q. 


of treatment for tic douloureux using vitamin 
Bi, combined with DILANTIN® sodium orally. 
M.D.—Ontario 


A. For five days, 0.6 gm. Dilantin sodium is 
given daily. One tablet is then omitted every 
three days until the basic regimen of 0.3 gm. 
daily is reached; this dosage is continued for 14 
days. Weekly injections of 1000 mg. vitamin Bj,» 
may be combined with the treatment. Definite 
relief can be expected in about half the cases. 

Second consultant: The use of vitamin By» in 
combination with hydantoin preparations in the 
treatment of tic douloureux has been reported in 
the German literature (Arztl. Wehnschr. 9:105- 
108, 1954, and Miinchen. med. Wehnschr. 96: 
985-987, 1037-1039, 1954). 

Vitamin B,s has been used for some time in 
the treatment of this condition and has not 
proved to be of any substantial value. There is 
no reason to believe that a combination of vita- 
min By, and a hydantoin preparation would be 
of any greater value. 


®@ CAUSES OF DIARRHEA IN MEXICO 


Q. What is the etiology of the gastrointestinal 
upset which often affects tourists in Mexico? 
What is the best prophylactic medication to use? 
M.D.—Pennsylvania 


A. I know of no information about the fre- 
quency of various organisms which cause diar- 
rhea among tourists in Mexico. It is known that 
diarrhea has been caused by Endamoeba histo- 
lytica and the Shigella and Salmonella organ- 
isms, as well as by change of food, water, etc. 

Experience indicates that the most common 
cause of diarrhea is a Shigella organism. Re- 
gardless of their cause, most episodes of diar- 
rhea are self-limited. However, because of the 
possibility that a carrier state for either Sal- 
monella or E. histolytica may develop, it is usu- 
ally advisable to culture the stools even though 
symptoms have subsided. 

I believe that little is to be gained by prophy- 
lactic medication while in Mexico, but if symp- 
toms of diarrhea appear, one of the tetracyclines 
would probably be the drug of choice. 

(Continued on page A-54) 


I would like to obtain information on the | 
proper dosage and the intervals and total extent | 


Rx Information 


Kolantyl 


Gel and Tablets 


Action: 
Two-way spasmolysis ... Spasm is 
relieved and gastric hypermotility is 
checked by the musculotropic and 
neurotropic effects of Bentyl*—more 
effective than atropine, without the 
usual side effects." 


Rapid, Prolonged Antacid Effects* 
Balanced antacids act swiftly ...do 
not cause laxation or constipation. 


Demulcent Protection® . . . Normal 
tissue is safeguarded, and physio- 
logic repair of damaged areas is en- 
hanced. 


Anti-enzyme Action' . . . Necrotic 
effects of pepsin and lysozyme are 
effectively curbed. 


Composition: 

Each 10 ce. (2 teaspoonfuls) of Ko- 
lantyl Gel or each Kolantyl Tablet 
contains: 

Bentyl (dicyclomine) 


Hydrochloride ................ 5 mg. 
Aluminum Hydroxide Gel.. 400 mg. 
Magnesium Oxide .............. 200 mg. 
Sodium Lauryl Sulfate ... 25 mg. 
Methyleellulose .................. 100 mg. 
Dosage: 


Gel—2 to 4 teaspoonfuls every three 
to four hours, or as needed. 
Tablets—2 tablets (chewed for more 
rapid action) every three hours, or 
as needed. 


Supplied: Gel—12 oz. bottles. 
Tablets—bottles of 100 and 1,000. 


* Merrell’s distinctive antispasmodic that provides direct, 


fast relief of G.1. spasm and pain. 


1. McHardy, G., and Browne, D.: South. 
M. J. 45:1139, 1952. 2. Hufford, A. R.: Rev. 
Gastroenterol. 18:588, 1951. 3. Johnston, 
R. L.: J. Indiana St. M. A. 46:869, 1953. 4. 
Miller, B. N.: J. South Carolina M. A. 
48:245, 1952. 


THE WM.S.MERRELL COMPANY 
New York « CINCINNATI « St. Thomas, Ontario 


TRADEMARKS: ‘BENTYL’, KOLANTYL® 
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prompt, prolonged relief for both 


Peptic Ulcer 


Kolantyl 


Kolantyl provides four beneficial actions that relieve 
pain and correct a range of gastric disorders charac- 
terized by spasm and low pH. 


1. Acid neutralization; 2. Relief of spasm and hyper- 
motility by musculotropic and neurotropic inhibition; 
8. Inactivation of pepsin and lysozyme; 4. Formation 
of a protective demulcent. 


Pioneer in Medicine for Over 125 Years 
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© FAT NECROSIS 


Q. Approximately one year after a series of in- 
tragluteal injections of vitamin E in sesame oil 
and benzylpenicillin procaine, and following sev- 
eral severe traumatizing incidents (horseback 
riding and falls while skiing) which occurred a 
few months after the injections, two large, hard 
masses developed in a patient’s buttocks. When 
these masses were removed, the biopsy report 
stated that there was “fat necrosis with fat granu- 
loma and fibrosis.” 

After draining for two months, the incisions 
closed over, but with considerable induration. 
There appear to be hard fibrotic areas several 
inches from the incisions, and the entire surgical 
area periodically becomes tender and warm to 
the touch. Multiple broad-spectrum antibiotics 
were used preoperatively and _ postoperatively 
with no apparent benefit. 

I would appreciate information concerning the 
rarity of such a pathology and clinical picture. 
I would also like to know the most effective treat- 
ment for resolving the tenderness and induration. 
Would ACTH systemically (HyDELTRA® T.B.A. 
injected locally) be beneficial? 


M.D.—Washington 


Your Questions Answered 


A. It is apparent that the two possible precij. - 
tants of the pathologic and clinical picture € - 
scribed have been considered. A similar enti, 
occasionally was seen in the past when penicill 1 
contained in a vehicle of wax or oil was injecte:. 
The sesame oil might be culpable in this in- 
stance, since injections of vitamin E probabiy 
were given alternately in either buttock. Trau- 
matic fat necrosis is to be considered, especial!) 
if the patient is unusually corpulent. Fat necrosis 
of traumatic origin has been noted in the female 
breast after use of needles for hypodermoclysis. 

Since, in this case, the surgically treated area 
becomes periodically warm and tender to the 
touch, it would be helpful to know if the speci- 
mens removed were subjected to bacteriologic 
study. Because local removal of fat necrosis gen- 
erally will effect a cure, there also might be a 
question as to whether or not surgical excision 
of the involved area was complete. 

Without bacteriologic evidence of an infectious 
basis for the findings reported, additional use of 
antibiotic agents would not appear to be war- 
ranted. Local injections in an area which has 
been presumed to represent possible traumatic 
fat necrosis would not seem to be indicated. 


(Continued on page A-56) 


—contains dihydrocodeinone bitartrate 


- the original syrup cocillana compound 


- especially valuable for dry, unproductive cough 


in 2-ounce, 4-ounce, 16-ounce, and 1-gallon bottles 


; 
Ip: PARKE, DAVIS & COMPANY DETROIT 32, MICHIGAN 
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desired 

eating 

patterns 


and the 60-10-70 Basic Plan 


In the development of good eating habits, there 
are three essentials: supervision by the physician, 
selective medication, and a balanced eating plan.’ 


Obedrin contains: Formula 

° Methamphetamine for its anorexigenic and mood- Semoxydrine HCI (Methamphet- 
lifting effects. amine HCI) 5 mg.; Pentobarbital 

e Pentobarbital as a balancing agent, to guard against 20 mg.; Ascorbic acid 100 mg.; 
excitation. Thiamine HCI 0.5 mg.; Riboflavin 


e Vitamins B, and B, plus niacin to supplement the diet. 5 gs Cnet Seng. 
e Ascorbic acid to aid in the mobilization of tissue fluids. 1. Eisfelder, H.W.: Am. Pract. & Dig. 


i i i ‘Goi Treat. 5:778 (Oct., 1954 
Since Obedrin contains no artificial bulk, the hazards es ae ) 


of impaction are avoided. The 60-10-70 Basic Plan 
provides for a balanced food intake, with sufficient ; 

‘ 3. Sherman, R.J.: Medical Times, 
protein and roughage. 82:107 (Feb., 1954) 


The E. MASSENGILL Company 


and samples of Obedrin Bristol, Tennessee 
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© EXCESSIVE SIZE IN CHILDHOOD 


This inquiry concerns a two and a half year 
old girl whose size is excessive. She now weighs 
50 lb. and is 40 in. tall. Her weight at birth was 
9 |lb.: growth and development have been nor- 
mal. The mother is 5 ft. 9 in. tall and weighs 140 
lb., and the father is approximately 6 ft. tall and 
weighs 165 lb. A single sibling died in infancy 
of congenital heart disease. The patient appears 
plump but is not extremely obese and simply 
gives the appearance of being a big girl. She is a 
hearty eater and apparently is given a well-bal- 
anced diet. The table of norms in “Textbook of 
Pediatrics,” Ed. 5, by Mitchell and Nelson. indi- 
cates 38.2 lb. and 38.9 in. as the 97 percentile for 
two and a half year old girls. 

My questions are: (1) Are there any particu- 
lar examinations indicated or any disorders sus- 
pected in such a case? (2) Is it ever advisable to 
recommend a diet for a child this age in order to 
control the weight gain? 

M.D.—Missouri 


In the absence of definite evidence of gigan- 
tism or somatic precocity. the condition of this 
child cannot be considered as pathologic, and no 
particular tests or examinations are indicated. 
It would be unwise to attempt to prescribe a diet 
for this child with the idea of controlling gain 
in height. Since her weight is not disproportion- 
ate to her height. it would be both unnecessary 
and impractical to attempt to modify her weight. 


® PULMONARY TUBERCULOSIS IN OLDER PERSONS 


A 65 year old man has had pulmonary tu- 
berculosis for some years. When he entered a 
hospital for transurethral prostatic resection. 
about a year ago, his sputum was found to be 
positive for tuberculosis. For a year he was 
given 1 gm. dihydrostreptomycin twice weekly 
and 4 gm. para-aminosalicylic acid three times 
daily. The operation was postponed until the re- 
sults of the gastric analysis, sputum examination 
and guinea pig inoculation were negative. 

In January 1956, an x-ray examination of the 
upper gastrointestinal tract revealed the follow- 
ing: “Small hiatus hernia and a rather tortuous 
esophagus; the stomach, aside from the hernia- 
tion, is essentially normal. The duodenal bulb is 
not remarkable. There are at least one large and 
two small diverticula from the second portion of 
the duodenum. Duodenal diverticulum may give 


Your Questions Answered 


rise to dyspeptic symptoms. There is no evidenc: 
of ulcer or neoplasm.” 

Since the patient has been in a tuberculosi- 
sanatorium for several years. would it be wel! 
to continue the dihydrostreptomycin and _para- 
aminosalicylic acid therapy? At times he feels 
discomfort in his chest. 


M.D.—Michigan 


Inasmuch as you were successful in achievy- 
ing negative bacteriologic results in gastric wash- 
ings. sputum and animal inoculation, it would 
seem well to continue the use of antituberculotic 
drugs. As far as is known, there is no hope of 
curing tuberculosis from the standpoint of de- 
stroying all tubercle bacilli in the body of an 
older person who has had the disease for some 
years. How long it may be possible to maintain 
negative bacteriology by use of drugs is also a 
question. However, tuberculosis workers make a 
general recommendation that, in treating older 
persons, drug therapy should be continued for at 
least two years. Some believe that the drugs 
should be administered indefinitely. 

If it is inconvenient to arrange for streptomy- 
cin injections twice weekly, isoniazid by mouth 
(300 mg. divided into three equal doses daily) 
may be substituted. Although the difference is 
slight, there is some evidence that the combina- 
tion of para-aminosalicylic acid and isoniazid is 
more effective than para-aminosalicylic acid and 
streptomycin. 


® PNEUMONIA DUE TO “CHILL” 


How much could a little air blowing on a 
patient lying in bed contribute to “pneumonia?” 
| have a patient who insists that the window be- 
ing left open slightly gave him pneumonia. 


M.D.— Washington, D.C. 


It is difficult to answer this question be- 
cause so few details are presented. On the basis 
of what is given, however. it would not appear 
that the circumstances described had anything 
to do with the development of the pneumonia. 
Nasal congestion and, at times, cough do de- 
velop in some persons after exposure to drafts or 
sudden temperature changes. This type of reac- 
tion has been called physical allergy; it appears 
to be a definite clinical syndrome. Other people. 
when chilled. experience a lowering of their gen- 
eral resistance which makes them more suscepti- 
ble to respiratory infections. 
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¢ in non-specific vaginitis \ 


e in postpartum care 


¢ after vaginal surgery 


Triple Sulfa Cream 
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your difficult rheumatic patient...on the job ag 


awe 


for the patient who does not require steroids 


PABALATE 


Reciprocally acting non-steroid antirheumatics 
..-More effective than salicylate alone. 


In each enteric-coated tablet: 


Sodium para-aminobenzoate ............ 0.3 Gm. (5 gr.) 


for the patient who should avoid sodium 


-PABALATE’-Sodium Free 


Pabalate, with sodium salts replaced by potassium salts. 


In each enteric-coatec tablet: 
Potassium para-aminobenzoate ........... 0.3 Gm. (5 gr.) 


a 


NAME 


F.0AB 


for the patient who requires steroids 


PABALATE’-HC 


(PABALATE WITH HYDROCORTISONE) 


Comprehensive synergistic combination of steroid 

and non-steroid antirheumatics...full hormone effects 
on low hormone dosage...satisfactory remission 

of rheumatic symptoms in 85% of patients tested. 


In each enteric-coated tablet: 
Hydrocortisone (alcohol) 


Potassium para-aminobenzoate 0.3 Gm 
Ascorbic acid 


ough effective relief and rehabilitation 
RATE, | 
Steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL ; 


(Zoxazolamine,* McNeil) 


engestic’coated or plain 


“...17 of the 20 patients with post-traumatic muscle spasm of 
the low back had excellent or good responses.”! 


“In acute and chronic recurrent low back syndrome, seven of 
eight patients showed visible objective improvement.”? 


1. Wallace, S. L.: Zoxazolamine (FLExiN) in Low Back Disorders, to be published. 
2. Settel, E.: Frexin in Geriatric Skeletal Muscle Spasm, Am. Pract. & Digest 
Treat., in press. 


Available: Tablets, Engestic Coated, pink, 250 mg.; bottles of 36. 


Tablets, scored, yellow, 250 mg.; bottles of 50. 
*U. S. Patent Pending 


McNeil Laboratories, Inc + Philadelphia 32, Pa. 
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Even stubborn 


trichomoniasis yields... 
because Tricofuron 


is effective 


during menstruation, 


the critical time 
for therapy. 


Recurrences of trichomoniasis “are most likely 
to follow the menstrual period.”! 

“Over and over again today patients are seen 
with what is said to be an intractable, treatment- 
resistant Trichomonas infestation, but history- 
taking often reveals that such patients have never 
had treatment prescribed during any menstrual 
period.” 

Menstrual blood in the vagina “forms an ex- 
cellent medium for the rapid multiplication of T. 
vaginalis” and “lowers the acidity of the vagina 
and hence there is a tendency to recrudescence 
{of trichomoniasis] at that 

Tricofuron is powerfully trichomonacidal 
“even in the presence of vaginal debris and men- 
strual blood.” 


EATON LABORATORIES 


% 


For 44 of 48 patients: lasting cure was obtained 
with a single course of Tricofuron therapy.*® 


Vaginal Suppositories —for home use—each morn- 
ing and night through one cycle, including the im- 
portant menstrual days. Contain 0.25% Furoxone® 
(brand of furazolidone) in a water-miscible base. 
Box of 12, each sealed in green foil. 


Vaginal Powder—for office use—applied by the 
physician at least once a week, except during men- 
struation. Contains 0.1% Furoxone in an acidic 
powder base of lactose, dextrose, citric acid and a 
silicate. Bottle of 30 Gm. 


References: 1. Bernstine, J. B., and Rakoff, A. E.: Vaginal Infections, 
Infestations and Discharges, New York, The Blakiston Company, Inc., 
1953, p. 235. 2. Overstreet, E. W.: Arizona M. 10:383, 1953. 
3. Schwartz, J.: Obst. Gyn., N. Y. 7:312, 1956. 4. Crossen, R. J.: 
Diseases of Women, St. Louis, The C.V. Mosby Company, 1953, p. 292. 


NORWICH, NEW YORK 


Nitrofurans—a new class of antimicrobials—neither antibiotics nor sulfonamides 
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does not give... 


false 
sense 
well-being 


TABLETS, 0.1 mg., 0.25 mg. (scored), 1 mg. (scored), 2 mg. (scored), and 4 ing. (score 
ELIXIRS, 0.2 mg. and 1 mg. per 4-ml. teaspoon. 
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scores 


does give... 


emotional 
Conirol 


C I B A SUMMIT, N. J. 


(reserpine CIBA) 


Serpasil provides more than euphoria— more than temporary es- 


cape from the stresses and strains that are actually a ‘“‘normal’”’ 
part of life. Rather, Serpasil sets up a “‘stress barrier’’ against 
anxiety and tension the patient would otherwise find intolerable. 
In a low, once-a-day dose Serpasil keeps out external pressures 
long enough for the emotionally disturbed individual, with your 


help, to deal calmly with his internal conflicts. 


Although it is a first choice in hypertension, Serpasil does not 
significantly lower blood pressure in normotensive patients. 
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Thrombocytes 


Turomsorenic purpura may be either acute 
or chronic. The disease. which occurs more fre- 
quently in females than in males, was identified 
by Werlhof more than 200 years ago. In 1887. 
Denys noted a reduction in platelets when this 
condition was present. However, the cause of the 
disease is obscure, and little is known about 
platelets or thrombocytes. 

The normal life of a thrombocyte has been esti- 
mated to be about four days. While their precise 
role is not clear, thrombocytes probably furnish 
part of the thromboplastic substance which is a 
factor in the coagulation of shed blood and in 
effecting retraction of the clot. 

In acute infections, thrombocytes may be nor- 
mal or decreased in number, with an increase in 
number during convalescence. A decrease in the 
number of platelets usually occurs in pernicious 
anemia. In acute leukemia and in chronic lym- 
phatic leukemia, the thrombocyte count is de- 
creased; but in chronic myelogenous leukemia, 
there is usually a great increase in platelets. 

A blood film that is well stained with Wright's 
stain usually gives a fairly good indication of 
the number of platelets. While such a slide is 
being examined, the thrombocytes should be ob- 


*Emeritus Staff, Division of Clinical Pathology, Mayo Clinic; Director 
of Laboratories, Rochester State Hospital, Rochester, Minnesota. 


served. Thrombocytes are difficult to count be- 
cause of their tendency to adhere to each other 
and to any foreign body. 

Many methods have been proposed for using 
a hemacytometer to count these small bodies. | 
have used all of the five methods which I de- 
scribed in “Clinical Diagnosis by Laboratory 
Methods” (pp. 228-230); however. chiefly be- 
cause of the adherent tendencies of thrombo- 
cytes. I have found drawbacks to all of these meth- 
ods. In counting by a hemacytometer. there is 
also an unavoidable error which is greater than 
that in counting erythrocytes or leukocytes. By 
any method, the normal range in counts is 250.- 
000 to 350,000 per cubic millimeter. Counts as 
low as 15,000 to 75.000 are seen in the blood 
dyscrasias which have been mentioned. 

Recently, I have used the method of Walker 
and Sweeney (Walker. T. F. and Sweeney. P. A.: 
Method of counting blood platelets. J. Lab. & 
Clin. Med. 25:103-104 [October] 1939). and | 
find this method comparatively simple and accu- 
rate. No specially designed pipets or sedimenta- 
tion chambers are required. The only solution 
used is 1.] pér cent sodium oxalate, and the only 
glassware required are a leukocyte pipet and a 
counting chamber. The method may be described 

(Continued on page A-65) 
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Few patients realize that dandruff (or seborrheic dermatitis 
of the scalp) is a medical problem. Consequently, they never think to 
ask you for help. Yet, you are the only one who can give them effective 
medical treatment. A word from you—about Selsun—will be most welcome. 


Relief from itching, burning and scaling starts with 
the first few Selsun applications and lasts up to four weeks. 
Selsun is as simple and pleasant to use as a shampoo. 

Sold by prescription only, in 4-fluidounce plastic bottles. Obbott 


AN ETHICAL SOLUTION Selsun’ 


(Selenium Sulfide, Abbott) 


grating 


NUDGES YOUR PATIENT TO SLEEP 


Tensions of the past day .. . 
strange surroundings . . . city noises... 


business worries... The setting may vary, but the complaint is the same: nervous insomnia. 
For these simple cases, consider the aid of Placidyl. 


Placidyl is less profound in mode of action than the barbiturates. 


Its onset is subtle, its effect gentle, and its aftermath 


usually undetectable. Duration about five hours. 


New sizes enable you now to adjust dosage 
to the weight and condition of your patient. bheott 


100-mg., 200-mg., and 500-mg. capsules, bottles of 100. 
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NOW AVAILABLE FOR 


DAYTIME TRANQUILIZATION 


AND SEDATION 


Placidyl 


(ETHCHLORVYNOL, ABBOTT) 


100-mg. and 200-mg. capsules 


Q. 
A. 


> 


> © 


In what ways can I use these new 
sizes of Placidyl? 

With them you can now produce any 
degree of effect from tranquilization, 
through sedation, to hypnosis. 


. What are the indications? 
. Placidyl is indicated in cases of 


nervous or muscular tension, mild 
anxiety or excitement, and in simple 
insomnia resulting from these 
conditions. 


. Does Placidyl provide muscle relaxation? 
. Yes, it possesses mild muscle relaxant 


properties which provide added 
advantage in tension states. 


Q. Does Placidyl sedation hinder the 


> O 


patient’s work? 


. No. Investigators have agreed that 


by selecting a suitable dose, 
tranquilization can be achieved 
without any confusion or loss of 
contact with surroundings. 


. What daytime dosage is recommended? 
. Adult dose ranges from 100 mg., 


b.i.d., to 200 mg., t.i.d., depending 
on patient’s condition and response. 


Q. Are the new dosage sizes useful for 


insomnia, too? 


A. Yes. 500 mg. remains the average 


hypnotic dose; but if your patient 
also is taking Placidyl by day, 100 
or 200 mg. at bedtime is usually 
enough to stop insomnia. 


Q. Is Placidyl sold under other trade 


names? 


A. No. It is a mild, halogenated 


carbinol, structurally unique, made 

only by Abbott. Supplied in 100-mg., 
200-mg., and 500-mg. 
capsules, bottles of 100. 


Laboratory Notes 


as follows: Draw 1.1 per cent solution of sodium 
oxalate into a leukocyte pipet to the 1 mark and 
expel by blowing. This wets the pipet and pre- 
vents the thrombocytes from adhering to the 
glass. Draw blood to the 0.5 mark; fill the pipet 
to the 11 mark with the 1.1 per cent solution of 
sodium oxalate, and mix by shaking thoroughly. 
Place a heavy rubber band around the pipet to 
close the ends. The selection of a band of the 
right width and length is important. Place the 
pipet in a centrifuge with the capillary end down. 
and centrifuge for half a minute at 1600 rpm to 
drive the erythrocytes into the stem of the pipet. 
Gently expel the erythrocytes from the stem of 
the pipet and place a drop of clear, supernatant 
fluid in the counting chamber. Allow the throm- 
bocytes to settle for 10 minutes and then count 
all the thrombocytes in 80 small squares. If the 
preparation has been prepared properly, there 
are practically no erythrocytes in the counting 
chamber, and the thrombocytes are seen as glis- 
tening. refractile bodies. It is important to focus 
carefully over each square in order to count all 
of the thrombocytes at different levels in the 
chamber. Add three zeros to the total count for 
the number of thrombocytes per cubic millimeter 
of blood. 
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The right start... 


The young man getting a start in busi- 
ness or industry needs the help of man- 
agement, doctor, and homemaker . . . for 
maintenance of efficient good health. 

Many workers have poor eating hab- 
its, despite generous food supplies and 
economic ability to buy them. A survey 
of 600 men in industry showed nearly 
half of them to be overweight, one-fifth 
underweight . . . and one-fourth with 
evidence of sub-optimal nutrition. Low 
consumption of milk and of vitamin C 
rich fruits and vegetables were frequent 
dietary faults. Breakfast was often 
omitted, and high-energy, low-nutrient 
snacks limited intake of nutritious foods. 

Research with men and boys shows 
work output is increased when a good 
breakfast is eaten. Breakfast containing 
milk or other protein source reduces mid- 
morning fatigue . . . gives a feeling of 
well-being . . . and increases efficiency of 
protein utilization. 

Calcium is the nutrient most fre- 
quently found to be low in the diets of 


working men. Including a glass of milk at 
breakfast . . . and taking a “milk break” 
during the day is an easy, economical 
way of correcting this observed defi- 
ciency ...and increasing work efficiency. 

Three glasses of milk . . . to drink .. . 
used in food preparation . . . as cheese, or 
ice cream . . . will provide a man’s cal- 
cium needs... and supply generous 
quantities of high quality protein and 
other essential nutrients. 

In planning meals for the bread- 
winner, milk and milk products are 
foundation foods for good eating and 
good health. 

The nutritional statements made in this adver- 

tisement have been reviewed by the Council on 

Foods and Nutrition of the American Medical 

Association and found consistent with current 

authoritative medical opinion. 

Since 1915 .. . promoting better health 
through nutrition, research and education. 


NATIONAL DAIRY COUNCIL 


A non-profit organization 


THIS ADVERTISEMENT !S ONE OF A SERIES. REPRINTS ARE AVAILABLE UFON REQUEST 


111 N. Canal Street + Chicago 6, IIL. 
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HEMATINIC LEDERLE 


Minimum dosage 
maximum response 


filled sealed copsules 


High potency dosage of every known hemopoietic Each capsule contains: 
Vitamin B,. with Intrinsic Factor 
factor, offered in a most easily assimilable form anand 1 US.P. Oral Unit 
for all treatable anemias, including maintenance Vitamin B,, (additional ) 15 mcgm. 
Powdered Stomach 200 mg. 
of pernicious anemia patients. Ferrous Sulfate Exsiccated 400 mg. 
. 4 Ascorbic Acid (C) 150 mg. 
Dosage is only one capsule daily Folic Acid 4 mg. 


When divided dosage of this formula is preferred prescribe PERIHEMIN* Hematinic, 3 capsules daily 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER. N. Y. 


*Reg. U.S. Pat. Off. 
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FROM POSTGRADUATE MEDICINE’S CORRESPONDENTS 


LONDON 


Chronic bronchitis— 
With tuberculosis on the 
wane, the National Asso- 
ciation for the Prevention 
of Tuberculosis has ex- 
tended its interests to dis- 
eases of the chest in gen- 
eral, and recently it has 
arranged an interesting 
symposium in London on the subject of chronic 
bronchitis. Dr. Neville Oswald said that there 
was much still to understand about the role of 
viruses and the mechanisms of mucus formation. 
Clinical studies had shown that those who might 
be helped by specific antibiotic therapy were the 
patients with purulent sputum, who formed 20 
to 40 per cent of the total number of cases. Dr. 
P. J. Lawther said that although it was probable 
that atmospheric pollution played a definite part 
in the causation of chronic bronchitis, no survey 
had yet demonstrated any direct relationship. 
Dr. Lynne McA. Reid stated that the early mor- 
bid anatomic changes affected the bronchial 
mucous glands, which became overactive, and 
their excessive production of mucus interfered 
with ciliary activity; later there was serious in- 
volvement of the bronchioles and alveoli at the 
periphery of the lungs. which was caused by an 
infection. 

Dr. George Simon said that many patients 
with chronic bronchitis showed no radiologic 
abnormalities, because the lesions were too small 


to produce visible changes; but it was on bron- 
chography that the characteristic picture became 
apparent. There was failure of peripheral filling. 
the ends of the bronchi were often deformed, and 
in those that were bulbous there was peripheral 
pooling. Dr. C. M. Fletcher said that chronic 
bronchitis was a symptomatic diagnosis whose 
criteria were liable to different interpretation by 
different observers, each with an appreciable 
“observer error.” which in a recent study had 
amounted to as much as 30 per cent. Dr. J. 
Smart said that although treatment had to be 
largely empiric. since the exact etiology was un- 
known, patients could be helped a great deal in 
coming to terms with their disabilities. Broncho- 
spasm could be relieved by the common anti- 
spasmodics, in tablet form or in sprays or in- 
halers. For the control of infection, Dr. Smart 
expressed a preference for intramuscular peni- 
cillin in very large doses. as much as 10 million 
units daily. He had found the corticosteroids dis- 
appointing, although they might have a place in 
the treatment of young patients with consider- 
able bronchospasm. 

Acute appendicitis—Twenty-five years ago. 
writes Dr. Eric Coldrey of Rotherham, York- 
shire, in the British Medical Journal (December 
22, 1956, p. 1458). he began to treat cases of 
appendical abscess conservatively and was sur- 
prised to find that most of them resolved with- 
out any operative help. Since the introduction of 
antibiotics, he has continued this line of treat- 
ment and usually has found that it was not nec- 

(Continued on page A-70) 
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PROBENECID 


Gout is often easier to treat than to diagnose. Sudden soft 
tissue swelling, acute joint inflammation, urate calculi—all 
may be indicative of early gout. A family history of gout 
is also highly suggestive. 


BENEMID gives gratifying results in the management of 
chronic gout and prolongs the intervals between acute 
attacks. Excretion of uric acid increases; high serum uric 
acid levels tend to become normal; inflammation de- 
creases; the formation of tophi may be prevented and those 
present may become smaller. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., InNc., PHILADELPHIA 1, PA. 
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essary to operate. During the last four years. 
every case of acute appendicitis of over 24 hours’ 
duration coming into the hospital in his care has 
been treated conservatively ; extending this policy 
still further. he has conservatively treated a num- 
ber of cases of acute appendicitis received within 
24 hours, and is satisfied that the condition can 
be safely and certainly dealt with in this man- 
ner. The treatment given is rest in bed in any 
position the patient finds comfortable, nothing 
of any description by mouth but water, which is 
given freely, and six-hourly injections of 250,000 
units of penicillin and 0.5 gm. streptomycin; in 
severe cases, chloramphenicol, tetracycline or 
sulphadimidine may be given as well. Pain is 
relieved by pethidine hydrochloride or morphine. 
but little is needed after the first 24 hours. If 
vomiting is at all severe, gastric suction through 
a Ryle tube is instituted, an intravenous drip is 
set up, and total fluid intake and output are care- 
fully balanced daily. When the pain and sickness 
have subsided and the temperature and pulse 
have fallen, glucose, milk and other fluids are 
given by mouth, and there is a gradual return 
to normal diet. No purgatives or enemas are 
given, but 14 oz. liquid paraffin is given by 
mouth night and morning. 

All patients with acute appendicitis, says Dr. 
Coldrey, should be admitted to the hospital in 
order that they may have skilled surgical and 
nursing attention. Many cases of acute appendi- 
citis are still being seen too late. In the past 
three years, 395 cases of acute appendicitis under 
24 hours old were admitted to the hospital under 
his care, but 137 cases were more than 24 hours 
old when admitted. 

Acute pancreatitis treated with cortisone 
—Among surgical emergencies, acute hemor- 
rhagic pancreatitis remains therapeutically one 
of the most difficult, and the mortality from it, 
including many mild cases, is still in the region 
of 33 per cent. It is now generally agreed that 
it is better to avoid operation in the acute phase 
of the illness and to institute measures to combat 
dehydration and circulatory failure. These meas- 
ures take the form of correction of protein. fluid 
and electrolyte imbalance by transfusion; gastric 
suction is also necessary when there is paralytic 
ileus. Analgesics are given to relieve the intense 
pain, together with antibiotics to combat infec- 
tion and propantheline to diminish the amount 
of pancreatic secretion. In spite of these meas- 
ures, it has been found that some 11 per cent of 
patients pass into a state of peripheral circula- 


tory failure from which they do not recover. 

With this in mind, Drs. J. G. Brockis and E. 
T. Jones of Cardiff Royal Infirmary decided to 
try the effect of cortisone in preventing or treat- 
ing this circulatory collapse (Brit. M. J. [Decem- 
ber 29] 1956, p. 1524). only one case so treated 
having been previously reported (New England 
J. Med. 252:494 [February 17] 1955). They de- 
scribe in detail two cases, one of a woman, aged 
64, and the other, less severe, of a woman, aged 
74. Along with intravenous administration of 
fluids containing AUREOMYCIN®, 300 mg. of corti- 
sone was given daily, the dose of cortisone being 
reduced after the fourth day, but continued in 
lessening doses for three weeks. The second case 
showed marked symptomatic improvement in 48 
hours, and treatment was discontinued on the 
fourteenth day. 

Spontaneous rupture of the esophagus— 
This alarming condition is more common than 
is generally thought. About 200 cases have been 
published. with a survival rate of 20 per cent, 
but doubtlessly many undiagnosed and fatal cases 
go unreported. Drs. Allan Clain and S. J. Hef- 
fernan of Princess Beatrice Hospital, London, 
discuss the condition and report a successful case 
in a recent issue of The Lancet (December 22. 
1956, p. 1284). It is definitely more common in 
males (86 per cent) and mostly in the middle 
and old-age groups. In most cases, the authors 
believe, the reason for the rupture is that an 
area of esophageal wall, which has partially lost 
its blood supply owing to arteriosclerosis, gives 
way under the increased tension associated with 
vomiting, swallowing a large bolus, straining at 
stool, or in similar circumstances. The condi- 
tion should be suspected strongly if a middle- 
aged or elderly man presents himself with in- 
tense upper abdominal or lower chest pain which 
has begun after vomiting. The pain is very se- 
vere and unrelieved by morphine and is due to 
mediastinitis. In typical cases a triad of physical 
signs may be detected: tachypnea, abdominal 
rigidity and surgical emphysema in the neck. It 
is very likely to be misdiagnosed as perforated 
peptic ulcer, but an x-ray of the chest and upper 
abdomen will show either mediastinal emphy- 
sema or a pleural effusion in spontaneous per- 
foration of the esophagus. Surgical treatment 
offers the only hope for the victim of this catas- 
trophe and should be attempted in every instance 
through either a thoracic or an abdominothoracic 
approach. 


(Continued on page A-72) 
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Clistin Expectorant is the only cough product containing 
Clistin—that well-accepted, potent antihistamine. 
Relieves coughs of the common cold and coughs of allergic or 


non-allergic upper respiratory conditions. 


Clistin Expectorant—samples on request 


LABORATORIES, INC. 
Philadelphia 32, Pa. 
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“‘anti-cough’’... 
antihistaminic... 
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for pediatric use... 


non-narcotic... 
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the stomach... 
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Tuberculous cervical adenitis—At a re- 
cent discussion of this subject at the Royal 
Society of Medicine, Dr. Denis Browne of Great 
Ormond Street Hospital, London, pointed out 
that the early stages of Hodgkin’s disease may 
resemble tuberculous adenitis:; and in any cases 
of doubt, a biopsy should be done. The first aim 
was the elimination of the source of the infec- 
tion, and he had been taught many years ago 
that the first step in treating tuberculous cervical 
adenitis was to remove the tonsils and adenoids 
without delay. The popular teaching used to be 
that the entire mass of glands should be cut 
out before abscesses occurred, but this was a 
severe and difficult operation which at best left 
a large scar and a disfiguring flattening of the 
side of the neck. Aspiration of abscesses was 
quite ineffective; x-rays had no obvious effect. 
and streptomycin had little influence on an estab- 
lished tuberculous adenitis. Incision and expres- 
sion were Dr. Browne’s own practice. The ton- 
sils and adenoids were first removed: and if an 
abscess was already formed, it was incised and 
expressed at the same time. If there was no ab- 
scess, nothing was done until one formed, when 
an incision a centimeter long was made in the 
softening spot and the necrotic gland squeezed 
out of the opening with a piece of gauze under 
it; this was continued firmly on and on until 
the fingers produced nothing but blood. The ob- 
jection sometimes made that this will “spread 
the infection” is quite baseless. 


MADRID 


Cobalt bomb for can- 
cer treatment—Early in 
January, Spain received its 
first cobalt bomb to be 
used in treating malignant 
tumors. It was purchased 
from the Atomic Energy 
Commission in Canada by 
the Rubert Clinic, where it 
will be installed and put into operation. An an- 
nex to the clinic has been built to house the new 
apparatus, in accordance with international regu- 
lations governing installations of nuclear energy. 
The new installation has a chamber reinforced 
with cement 27.5 in. thick, a waiting room for 
patients, a doctor’s office and a control room. 
Doors leading to these rooms are plated with 
lead to prevent radiation. 


This cobalt bomb, known technically as th 
Co, is the strongest built up to this time. |: 
weighs 2500 kg., but contains only 200 gm. co- 
balt; the remaining weight is that of the meche 
nism for its application and of the protective 
covering. The bomb will lose 50 per cent of iis 
force in five years and one month. Two addi- 
tional bombs will be purchased in the near future. 

Dr. Manuel Ruiz Rivas, professor of radiother- 
apy at Provincial Hospital and of similar serv- 
ices at the Rubert Clinic, is in charge of the 
bomb. He states that the principal advantages of 
cobalt therapy are: (1) Its greater penetration 
permits destruction of tumors regardless of how 
deeply embedded they may be. This is a great 
advantage in treating malignant tumors in obese 
persons. Formerly, when bone or cartilage lay 
in the path of radiation, that tissue absorbed a 
great part of it; thus the amount reaching the 
tumor was lessened. With the cobalt bomb, bone 
and cartilage absorb no more of the radiation 
than does the soft tissue. (2) Its maximum radia- 
tion is projected a distance of 5 mm. underneath 
the skin rather than only onto its surface. Thus 
the skin ceases to be a limiting factor in treat- 
ment with radiation. (3) It is better tolerated by 
patients than is the usual radiotherapy, and no 
cases of so-called radiation sickness have been 
observed. 

Radiation supplied by the bomb equals that 
of an x-ray machine operating on 3,000,000 V. 
The strongest radiotherapy machine that Spain 
had up to the present was 400,000 V. With the 
cobalt. bomb, deep malignant tumors sensitive to 
radiation can be treated. Its greatest advantage 
will be obtained in cases of deep-seated tumors 
and when bone and cartilage intervene in the 
path of the radiation; for example, malignant 
tumors in the brain and spinal column, which 
are surrounded by bone; in the larynx, which is 
surrounded by cartilage; in the mouth, where 
radiation must pass through the jaw bone, and 
in the lungs and esophagus. This bomb is also 
effective in treating malignant tumors of the 
bladder and uterus. 

Treatment of malignant tumors remains the 
same: application of as much radiation as healthy 
tissue surrounding the tumor will stand. The one 
drawback to the cobalt bomb is that superficial 
malignant tumors cannot be treated with it. Dr. 
Ruiz Rivas stated that the importance of the co- 
balt bomb is similar to the progress in surgery 
in recent years. The key to success continues to 

(Continued on page A-74) 
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be good diagnosis and skill on the part of the 
surgeon; but, thanks to modern anesthesia meth- 
ods, blood transfusions, antibiotics and other 
medical discoveries, the surgeon now obtains bet- 
ter results, many complications are avoided, pa- 
tients suffer less, and operations are performed 
that formerly would have been impossible. 


PARIS 


Digestive tract hemor- 
rhages in cirrhosis— 
Hemorrhages in the diges- 
tive tract may occur in the 
course of any type of cir- 
rhosis without disturbing 
the mechanism of blood 
coagulation. The hemor- 
rhagic incidents are recur- 
rent and, frequently, they may result in death. 

In studying these incidents, Frumusan cites 
(Presse méd. 64:1623 [October 6] 1956) the 
classic French theory concerning rupture of 
esophageal varices. In 1906, Gilbert and Villaret, 
French hepatologists, proved that these varices. 
which they believed to be caused by rupture of 


the ectatic veins, were almost constantly present 
in cases of cirrhosis. Since that time, numerous 
procedures have been evolved for stopping the 
bleeding, but no one has succeeded in demon- 
strating such a rupture. Indeed, its existence or. 
at least, its frequency is increasingly disputed. 
It is no longer believed that the esophageal ves- 
sels would yield to simple portal hypertension 
as if they were so many rigid tubes. Abrami and 
his school questioned this contention even before 
1939. In performing autopsies of cirrhotic pa- 
tients, Frumusan never was able to find a rup- 
tured varicose vein in the esophagus. Injection 
of esophageal vessels, performed by Chendero- 
vitch in 15 fatal cases of hemorrhage, could not 
prove any break in the vascular wall at this level. 
With this cause eliminated, it is possible that the 
hemorrhages may come from a concomitant gas- 
tric or duodenal peptic ulcer; however. such a 
diagnosis should be supported by an accurate 
radiologic examination. 

In the majority of digestive tract hemorrhages. 
another etiology may be found. Autopsy exami- 
nations reveal three elective sites of the bleed- 
ings: (1) the stomach and duodenum, (2) the 
terminal loop of the ileum, and (3) the sigmoid 
colon. There is no vascular break; it appears as 


In atherosclerosis: 


In two recent studies'’ on 
a total of 86 subjects, th 
administration of nicotinic 
acid in high dosage (as pro 
vided by Vastran Forte’) re 
sulted in “‘significantly’ 
reduced cholesterol levels 
in 81.4 per cent, and 
caused the pattern of blood 
lipids to “‘change toward 
normal.”’ Vastran Forte 
also provides various fat 
tors of the B-complex to 
stimulate cellular metabo 
lism. 


1. Altschul, R., Hoff, A. and 

, J. D.: Arch. Biochem. 
54:558, 1955. 

2. Parsons, W. B., Jr. et al.: Prot 

Mayo Clin. 31:37, 


Diagrammatic illustration of 
an atherosclerotic artery, 
showing serious reduction of 
the lumen through the de- 
position of lipid cholesterol 
plaques within the fibrous in- 
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though the bleeding would have been the result 
of an intense diapedesis of red cells—a vast ex- 
halation of blood through the vascular walls 
without a true vascular rupture. 

We still accept the role of portal hypertension, 
for intestinal bleedings are associated either with 
instances of hematuria or these two conditions 
alternating with each other; yet the coagulation 
mechanism is not damaged and there is no ap- 
parent urologic lesion. The mechanism of portal 
hypertension has become inadmissible. On the 
other hand, the digestive hemorrhages of cir- 
rhotic patients could be compared with certain 
cases of hemorrhages of obscure etiology which 
may occur without the presence of any cirrhosis. 

Frumusan mentions that although, in experi- 
ments with animals, it almost never was possible 
to produce digestive bleeding by portal hyper- 
tension, he could elicit digestive hemorrhages 
comparable in every way with the bleeding of 
cirrhotic patients; but the pathogenic mechanism 
was neurovascular. Such stimuli as (1) Speran- 
sky’s irritation of certain regions of the brain 
(chiefly, the tuber cinereum); (2) irritation of 
the abdominal sympathetic nerve by Reilly. who 
also has succeeded in producing the entire series 
of secondary lesions now grouped in France 
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under the term “Reilly’s syndrome of irritation” : 
or (3) the irritation of the splenic sympathetic 
nerve by Frumusan were able to bring about gas- 
troduodenal hemorrhages. Therefore, the bleed- 
ing of cirrhotic patients could be considered as 
an active phenomenon, a violent “vasomotor 
thunderstorm,” with vasodilatation and transu- 
dation of red cells without rupture of the vessels. 
It can be compared with Reilly’s syndrome, and 
it seems to result from an irritation of the ab- 
dominal sympathetic nerve or an irritation ema- 
nating from the liver or spleen. The veins of the 
portal system are altered by stasis and by hyper- 
tension. 

These physiopathologic ideas would lead to a 
total denial of the value of a number of thera- 
peutic methods such as hemostasis of the rare 
esophageal varicose veins or portacaval shunt to 
overcome portal hypertension. Splenectomy, sug- 
gested by Abrami in 1936, has the best chance 
of success: but, due to the inevitable risk of 
serious jaundice, this intervention is very dan- 
gerous in a cirrhotic patient. 

The therapeutic problem of bleeding in per- 
sons with cirrhosis is still unsolved, and the phy- 
sician is helpless to do anything in the presence 
of this distressing condition. 
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“re-view”’ of iron therapy 


LIVITAMIN 


with peptonized iron 


for dependable 


hemopoietic response 


It is well-established that peptonized iron is vir- 
tually predigested. Anemias refractory to other 
forms of iron will often respond promptly to 
Livitamin. And the Livitamin formula, con- 
taining the B complex, provides integrated 
therapy to correct the blood picture, and to 
improve appetite and digestion. 


Current studies* show Peptonized Iron 
—One-third as toxic as ferrous sulfate. 
—Absorbed as well as ferrous sulfate. 
—Non-astringent. 

—Free from tendencies to disturb digestion. 
(One-tenth as irritating to the gastric 
mucosa as ferrous sulfate.) 

—Highly effective in iron-deficiency anemias. 


*Keith, J.H.: Utilization and Toxicity of Pep- 
tonized Iron and Ferrous Sulfate. Read before 
the American Association for the Advancement 
of Science, Atlanta, Georgia, December, 1955 


EACH FLUIDOUNCE CONTAINS: 


lron peptonized ..... 
(Equiv. in elemental iron to 71 mg.) 


Manganese citrate, soluble - . 0.158 Gm. 
Thiamine hydrochloride ..... 10 mg. 
Cobalamin Conc. 

(Vitamin B,2 activity) ...... 20 mcg 
Niacinamide ...... 50 meg. 
Pyridoxine hydrochloride ..... 1 mg. 
Pantothenic acid 5 meg. 
2 Gm. 
Rice Gran extract 3 . 1 Gm 


The S. E. MASSENGILL Company 


Bristol, Tennessee 


New York Kansas City San Francisco 
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a true 
cough specific 
non-narcotic 


Mare}, 1957 


ROWNI LAR ‘Roche’ 


For suppressing cough, whatever the cause, Romilar 
is at least as effective as codeine. Yet it has no 
general sedative or respiratory-depressant activity, 
and it's remarkably free of side effects such as 


nausea, constipation, or tendency to habit formation. 


Available as a syrup, in tablets, or expectorant 


mixture (with ammonium chloride). 


Original Research in Medicine and Chemistry 


Romilar® hydrobromide — brand of dextromethorphan hydrobromide 
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omoniasis 


° 


new 
trichomonacide 
for male and female 


Brand of Aminitrozole T. AB LE TS 


Because of their systemic action, TRITHEON Tablets reach 
trichomonads in their hiding places throughout the genito-urinary tract. 
Clinical investigation has demonstrated that TRITHEON Tablets 
administered orally eradicate the organism in male and female 

as proved by negative culture. 


To assure maximum effectiveness, simultaneous treatment of both 
husband and wife with oral TRITHEON Tablets is recommended. 


For rapid relief of vaginal irritation and to combat associated 
bacterial infection TRIPLE SULFA CREAM may be prescribed 
as adjunctive therapy in the female. 


Dosage: One tablet three times daily for 10 days. 
In resistant cases, the course of treatment may be repeated. 


Available: Bottles of 30 and 180 tablets. 


References: (1) Perl, G.; Guttmacher, A. F., and Raggazoni, H.: Male and Female Trichomoniasis — 
Diagnosis and Oral Treatment, Obst. & Gynec. 7:128, 1956. (2) Plentl, A. A.; Gray, M. J.; Neslen, E. D., 
and Dalali, S$. J.: The Clinical Evaluation of 2-Acetylamino-5-Nitrothiazole, An Orally Effective 
Trichomonacide, Am. J. Obst. & Gynec. 71:116, 1956. (3) Perl, G.: Personal communication. 
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effective, selective therapy 


for functional and organic disorders 


CANTIL relieves pain, cramps, bloating...curbs 
diarrhea...restores normal tone and motility. Selec- 
tive action focused on the colon avoids widespread 
interference with normal autonomic function... 
minimizes urinary retention, mouth dryness, blur- 
ring of vision. 

HOW CANTIL IS PRESCRIBED One or two tablets three times 
a day preferably with meals, and one or two tablets at bed- 
time for patients with ulcerative colitis, irritable colon, 
mucous colitis, spastic colitis, diverticulitis, diverticulosis, 
rectospasm, diarrhea following G.I. surgery, bacillary and 
parasitic disorders. 


CANTIL—TWO FORMS CANTIL (plain) —25 mg. of CANTIL in 
each scored tablet—bottles of 100. CANTIL with Pheno- 
barbital—25 mg. of CANTIL and 16 mg. of phenobarbital 
(warning: may be habit forming) in each scored tablet— 
bottles of 100. 


CANTIL is the only brand of N-methyl-3-piperidyl-diphenyl- 
glycolate methobromide. 


For more detailed information, request Brochure No. NDA 
16, Lakeside Laboratories, Milwaukee 1, Wisconsin. 


LAKESIDE 
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Tranquilizing Agents for 


Nervous Disorders in 


General Practice 


GARM NORBURY * 


The Norbury Sanatorium, Jacksonville, Illinois 


Dorine the past 20 
years. three quite dif- 
ferent groups of medi- 
cal preparations have 
added much to the 
therapeutic armamen- 
tarium of all physi- 
cians. The sulfonam- 
ides changed the whole 
aspect of treatment of 
acute and chronic in- 
fections. No sooner had 
they been accepted and generally used than 
the antibiotics appeared. First was penicillin. 
still the stand-by. Streptomycin and the broad- 
spectrum preparations now afford us useful 
agents for all types of infections of bacterial 
origin and for a few of the rickettsial and 
viral infections. 


F. GARM NORBURY 


*Medica! Director, The Norbury Sanatorium, Jacksonville, Hlinois. 


Presente| before the forty-first annual Assembly of the Interstate 


Postgra! ate Medical Association at Cleveland. 


March 1957 


More recent introductions have been the 
tranquilizing agents. Their impact has like- 
wise been remarkable. McLean in Chicago 
pointed out more than 20 years ago that 40 
per cent of patients seen in a medical out- 
patient clinic had functional disorders, and 
another 40 per cent had functional compo- 
nents in their physical illnesses. In office prac- 
tice one sees a comparable percentage of such 
patients. It is only natural to assume that 
preparations having some tranquilizing effect 
on the nervous system would be of help to 
these patients. 

Drug manufacturers are as aware as we 
physicians are of this 80 per cent figure. When 
a promising preparation appears, other manu- 
facturers naturally strive to emulate it. I think 
we physicians are not always aware of the fine 
scientific teamwork of chemists, physicists. 
clinical researchers, production engineers and 
distributors in making products available to 
us. Most of us have more immediate contact 
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through medical literature, advertising litera- 
ture, with which we are all bombarded, and 
detail men. True, these manufacturers hope to 
make a profit from their products, and usu- 
ally they do. Yet out of these profits come en- 
dowments for further research by foundations 
and for many other activities that add to the 
advancement of medicine. So | wish to pay 
tribute at this time to the competitive system 
that makes it possible for us to have the me- 
dicinal agents to help our patients. 

This competitive system and the publicity 
given the tranquilizing agents in the lay press 
as well as the medical literature, together with 
the feeling of need on the part of the public 
for something to lessen tension, have been 
large factors in the impact of these products. 
In a sense it has been the tail wagging the 
dog. | do not mean to imply that doctors have 
just gone along for the ride: the profession is 
too alert for that. We refuse to be dominated 
or carried away by high-pressure measures of 
any type. Yet I venture to say there is not 
one physician in this audience who has not 
had an inquiry from some patient or relative 
of a patient in regard to one miracle drug or 
another. The Wall Street Journal had an arti- 
cle last year on one of the meprobamate prepa- 
rations, and within a week | had an airmail 
letter from the military attaché of an embassy 
in the Near East asking about its use for a 
relative. That paper got around in a hurry! 

McLean’s figures show that disorders of the 
functional type, so-called psychosomatic ill- 
nesses, make up a large portion of nervous 
disturbances encountered in general practice. 
We must recognize that the effect of the tran- 
quilizing agents on the varying symptom 
groups reported is perhaps nonspecific. Call 
it nonspecific or call it what you will, the 
beneficent effect is, in most instances, help- 
ful. The effect is on the nervous system. From 
the standpoint of understanding our patients, 
these preparations bring out strongly and clear- 
ly Sherrington’s thesis of the integrative ac- 
tion of the nervous system. 

In view of this integrative action, it is per- 
haps speculative to attempt to localize their 
action still further. Presumably, and in view 
of extensive studies, they act generally on one 
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or more portions of the nervous system. These 
include (1) the hypothalamus, (2) the reticu- 
lar substance and (3) the peripheral ganglia 
of the autonomic nervous system. 

The hypothalamus is a portion of the dicn- 
cephalon. The diencephalon is the crossway 
between the forebrain and the rostral portions. 
Its nuclei are important for transmission of 
impulses in either direction. It has been found 
that the hypothalamus is the chief representa- 
tion of the autonomic nervous system in the 
brain, and that different sets of nuclei transmit 
sympathetic and parasympathetic impulses, re- 
spectively. Imbalance of these impulses as a 
result of emotional stimuli from higher cen- 
ters may affect visceral function when the im- 
pulses are transmitted outwardly. Imbalance 
also may affect central reactions through hypo- 
thalamic connections back again to the fore- 
brain. Any drug which stabilizes hypothalamic 
function will have a beneficial effect on the 
integrative action of the nervous system as a 
whole. 

The reticular substance in the upper por- 
tion of the medulla is a mass of gray matter. 
Through it pass important tracts with innu- 
merable connections to nuclei, both well de- 
fined and ill defined. The work of Magoun has 
demonstrated the importance of this area for 
co-ordinated transmission of impulses both 
upward and downward. 

The ganglia of the autonomic nervous sys- 
tem lie along or adjacent to the spinal column. 
Certain clusters of greater size and extent of 
distribution, such as the superior and inferior 
cervical sympathetic and the splanchnic and 
sacral ganglia, have a function that is more 


concentrated. 


These preliminary neuro-anatomic and neu- 
rophysiologic statements are made for cor- 
relation and co-ordination. Whether in gener- 
al or in special fields, each one of us should 
employ some basic approach in prescribing 
any preparation. 

In the discussion which follows, the names 
of manufacturers or trade names are for the 
purpose-of identification and there is no in- 
tent to specify one product over another. Each 
has its use: each has its limitations. | have 
thought it better to take up each group of 
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preparations separately than to divide the text 
according to clinical conditions. 


Rauwolfia; Reser pine 


Reserpine was the first tranquilizing agent 
to have any great play. Earlier work with 
rauwolfia and its alkaloid reserpine had to do 
with treatment of hypertension. The New York 
Academy of Sciences symposium on rauwol- 
fia in 1954 included seven articles dealing with 
hypertension and cardiovascular aspects, one 
on neuropsychiatric conditions, and one on 
gynecologic disorders. In contrast, the 1955 
conference had as its theme the action of 
rauwolfia on the neuropsychiatric component. 
One paper dealt with neurologic conditions. 
two others with headache, and one with out- 
patient use. Thus the picture changes. 

Actually, rauwolfia products have no real 
place in neurologic illnesses. If anything, they 
are contraindicated, particularly in organic 
disorders. That statement applies especially 
to Parkinson’s disease. When given in large 
doses or over a long period, reserpine tends 
to produce parkinsonism. We have seen toxic 
psychoses in parkinsonian patients following 
the administration of reserpine because of 
hypertension or in connection with some of 
the anti-Parkinson’s disease preparations. We 
strongly warn against such combinations. 

There are other factors to consider in the 
use of rauwolfia, reserpine or allied and com- 
bination preparations. They tend to produce 
emotional depression. Recently I participated 
in a panel discussion of tranquilizing agents. 
One physician, speaking from the internist’s 
viewpoint, reported one suicide and two at- 
tempted suicides among depressed patients 
receiving reserpine. We have known of simi- 
lar reactions. Therefore, one should prescribe 
reserpine cautiously for depressed or anxious 
persons with or without hypertension, and 
close supervision is necessary. None of these 
tranquilizing agents are products to prescribe 
and have the patient “report back in two 
weeks.” They are too active for that. 

Other effects to watch for in patients on 
reserpine are hypotensive crises with ortho- 
static hypotension, faintness, giddiness and 
locomotor difficulties. Combinations of reser- 
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pine and a stimulating agent have been intro- 
duced with the idea of lessening the depres- 
sive and hypotensive effects. We do not think 
so much of these from either the theoretical 
or the practical aspect. It is better, in our 
opinion, to use such products independently 
and with definite clinical indications. 

Rauwolfia, reserpine and associated prod- 
ucts potentiate the action of barbiturates. 
Watch out for that, and be sure your patients 
are not getting one or the other either directly 
or on the side. 


Chlorpromazine 


Chlorpromazine is a synthetic, complex or- 
ganic compound. It was originally made in 
France by Poulenc, who was seeking an active 
antihistaminic agent during research on po- 
tentiating agents in anesthesia. Its use has 
been extended to many fields. Undoubtedly 
all of you have received the reference manual 
put out by the American manufacturers. In 
it, 14 different clinical categories receive at- 
tention. Only three are more strictly neuro- 
psychiatric in description, and only one is 
definitely neurologic. All but one come in the 
scope of general or internal medicine, or office 
or hospital practice. By reason of this. it is 
worthwhile stating that just because we have 
a potent agent, it is no less important to diag- 
nose and treat the underlying condition prop- 
erly. Good medical practice demands that: our 
patients deserve it. 

The localizing effect of chlorpromazine pre- 
sumably includes three divisions of the nerv- 
ous system: hypothalamus, reticular system 
and sympathetic ganglia. | have found it difh- 
cult to postulate its effect on spastic states or 
on hiccups on the basis of such localization. | 
can think of it more through internuncial re- 
actions in the reticular system, unknown to 
me at least. rather than elsewhere. Perhaps 
through lessened anxiety and frustration it 
does relieve tension and thereby lessen the 
symptoms. 

There is no intent to dismiss summarily this 
important, highly popularized, often oversold 
drug. One category that encompasses internal 
medicine, psychiatry and neurology is cerebral 
arteriosclerosis. We think we have had more 
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good results with chlorpromazine in cases of 
the little strokes as described by Dr. Alvarez, 
hemiplegia, and agitated cerebral arterioscle- 
rotic patients than with anything else. These 
patients are seen frequently in general prac- 
tice. both in and out of hospitals. As more 
people live more years, the number of such 
patients will increase. The underlying arterio- 
sclerotic condition will not change until re- 
search tells us more about its cause and pre- 
vention. However, symptomatically to control 
the emotional lability of these persons, to 
make it possible for them to live outside of 
hospitals or institutions, is something we have 
seen happen in many instances. 

Side effects of chlorpromazine need to be 
watched for carefully. Hypotensive effect is 
not as pronounced as it is with reserpine, but 
does occur. Dermatitis with photosensitivity is 
not infrequent. Bone marrow changes are not 
common but do occur and may be serious. 
Liver damage is the most serious side effect 
and is apt to occur early if it is going to 
happen. 

Chlorpromazine potentiates the effect of 
barbiturates as does reserpine. It is therefore 
to be considered in nervous disorders in gen- 
eral practice. It also potentiates the effect of 
narcotics so that lesser dosage of the latter is 
required. This is of special importance in cases 
of malignancy. One of our nurses with termi- 
nal malignancy got along relatively comforta- 
bly with much less morphine or DEMEROL® 
by use of good-sized doses of chlorpromazine. 


Promazine 


The element chlorine is an extremely active 
one, whether alone, as an anion in simple or 
complex salts, or attached to some side chain 
or ring in an organic compound. Also, it is 
sometimes toxic. Therefore, the study of chlor- 
promazine naturally led to a search for an 
active product without chlorine. Such a prod- 
uct was synthesized, studied and made avail- 
able for clinical use—promazine. Our clinical 
experience with promazine has been satisfac- 
tory indeed. It has been most helpful in acute 
states. Patients with narcotic addiction have 
had less marked withdrawal symptoms. Per- 
haps this has some neurologic concomitant in 
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lessened leg ache and arm ache. Whether thore 
is lessened sensitivity to the often severe neu- 
ralgic pains by reason of central action on ‘he 
reticular substance or whether there really 
is action on the sensory root ganglia is not 
known. 

The only unfavorable side effect we have 
observed with promazine occurred when a 
young physician addicted to Demerol gave 
himself a total of 2400 mg. hypodermically 
over a period of a few days before admission 
to the hospital. He had several convulsions 
prior to entry and one after arrival. Several 
serpiginous ulcers also developed at sites of 
inoculation and were slow to heal. 

A few years ago | wrote on the use of 
ACTH in delirium tremens. We now use it 
and promazine on patients of this type. It is 
extremely helpful in acute alcoholism, which 
any of you may see in general practice. We 
have not found promazine as useful in the less 
acute states as reserpine, chlorpromazine and 
the group of preparations to be discussed next. 


Meprobamate and Related Products 


This group is quite different chemically and 
presumably in site of action from those previ- 
ously mentioned. Meprobamate and _ related 
probamate products are among the later ar- 
rivals on the scene. 

The aforementioned article on EQUANIL™ in 
the Wall Street Journal and the publicity given 
MILTOWN® in Newsweek not only kept up the 
prices but also limited the availability of these 
preparations until relatively recently. These 
compounds presumably affect the hypothalam- 
ic and reticular areas. The recommended dos- 


-age is 400 mg. four times a day. Eli Lilly 


and Company recently supplied us with a 
preparation which originally was designated 
compound X and now is named Ultran. The 
recommended dosage is somewhat lower. 300 
mg. per dose. We are now conducting some 
controlled studies with this preparation. using 
the double-blank system. Sufficient time has 
not elapsed for accurate control, but the results 
appear favorable. 

One of the interesting features of the me- 
probamate compounds is their reported effect 
on spastic conditions. Cerebral palsy. hemi- 
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plegia and paraplegia have been mentioned in 
this regard. We have noted lessened hyper- 
tonicity in a few patients, but we are more in- 
clined to think of it as part of the general de- 
crease of the tension and anxiety that go along 
with the frustration element of incapacity than 
as any specific effect. 


Other New Agents 


Still another group of substances are not 
exactly tranquilizers but are more properly 
termed stabilizers of the nervous system. These 
include MERETRAN®, its chemical isomer 
FRENQUEL®, and RITALIN®. Their action is 
more like that of the amphetamine prepara- 
tions such as BENZEDRINE™ and DEXEDRINE®. 
Yet their effect is not on the sympathetic divi- 
sion of the autonomic nervous system. 

Rinaldo and Himwich at the Galesburg State 
Research Hospital in Illinois found that Mere- 
tran stimulated the reticular substance. There- 
fore. it presumably would be of value in de- 
pressed states. That is the effect reported by 
Fabing in his studies of clinical results, and 
our experience is in accord with this. We have 
used Meretran and Ritalin more as adjuvants 
in combination with shock therapy or as a 
follow-up to it. They are also useful on an 
outpatient practice basis in mild depression 
and anxieties, 

Frenquel seems to occupy a rather special 
place. Dr. Himwich told me it is the most fas- 
cinating and interesting drug as to theoreti- 
cal and clinical implications and applications 
he has studied. Experimental studies suggest 
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that it acts through a neurohormone serotonin. 
It neutralizes experimental central nervous 
system stimulation and lysergic acid experi- 
mental psychoses. It is more for acute condi- 
tions in hospitalized patients than for patients 
seen in general practice. 


Conclusion 


It is hoped that this brief review of a new 
group of agents has been of some interest. 
They open up a new approach to many types 
of illnesses seen by general practitioner and 
specialist alike. They are potent preparations. 
I shall quote a few lines from a statement by 
the American Psychiatric Association that de- 
serves the attention of all physicians: “It is 
reported that 35,000,000 prescriptions for the 
drugs will be written in 1956 and a market 
research states that 3 of 10 compounds pre- 
scribed most frequently in 1955 were tran- 
quilizers. . .. The tranquilizing drugs have not 
been in use long enough to determine the full 
range, duration and medical significance of 
their side effects. Use of these drugs is no 
more to be encouraged than the use of any 
other drug except where proper medical diag- 
nosis determines that a drug is indicated to 
maintain the life and functioning of a person.” 

“To observe and record for mankind” is 
one of our obligations as physicians. Nolle 
nocere—do no harm—is another. Therefore. 
let us be sure when we prescribe one of these 
active preparations that we have a definite in- 
dication therefor and that we follow through 
carefully. 
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Hypertension in Infants 
and Children; Etiology, 


Mechanism and Management 


JAMES N. ETTELDORF AND J. DARREL SMITH® 


College of Medicine. University of Tennessee. Memphis 


Hypertensive states in infants and children 
are observed most frequently in renal disease 
and especially as a complication of acute 
nephritis. For this reason we shall direct the 
major emphasis in this discussion to hyper- 
tension of renal origin. However. because ele- 
vated blood pressure may accompany a wide 
variety of abnormal states in children. we 
wish to mention other pathologic conditions 
as well. 

Failure to discover hypertension in early 
life is especially serious because it may be 
possible at this time to correct the underlying 
cause before irreversible vascular changes and 
other complications occur. Unfortunately the 
routine determination of blood pressure too 
frequently is omitted in pediatric practice. We 
may attribute this sin of omission to (1) a 
feeling that recording the blood pressure is 
unimportant due to the apparent infrequency 
of hypertension among children. (2) inade- 


*Division of Pediatrics, College of Medicine, University of Tennessee: 
Frank T. Tobey Memorial Children’s Hospital, City of Memphis 
Hospitals, and LeBonheur Children’s Hospital, Memphis, Tennessee. 


Collection of data presented herein was made possible in’ part” by 


U.S.P.H.S. Grant-in-aid 
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JAMES N. ETTELDORF 


J. DARREL SMITH 


"quate equipment, especially cuffs of proper 


width. (3) auscultatory difficulties or (4) 
negligence. 

Selecting an arm cuff of proper width is 
extremely important. We follow the recom- 
mendations of Woodbury’ and Robinow* and 
their associates, and Day*: For patients less 
than one year of age, a cuff 2.5 cm. wide: be- 
tween one and four years, 5 to 6 cm.: from 
four to éight years, 8 to 9 cm.; and for older 
children and adults, 12 to 18 em. These meas- 
urements correspond roughly to two-thirds the 
length of the upper arm. 
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One should wrap the cuff snugly around the 
mid-portion of the upper arm with the lower 
margin approximately 2.5 cm. above the ante- 
cubital crease. The patient should be recum- 
bent. and every effort must be made to mini- 
mize fear and apprehension. A_ hospitalized 
child attended by personnel fully aware of the 
influence of emotions may require as long as 
four hours to adjust to his environment before 
fear and apprehension disappear.' 

In recent years a difference of opinion has 
existed with reference to recording the dias- 
tolic pressure. In 1951 the American Heart 
Association accepted the recommendation of 
Bordley and associates” that the disappearance 
of auscultatory sounds over the arteries indi- 
cates the diastolic pressure. In 1953, however. 
Roberts. Smiley and Manning" stated that the 
point of change in the auscultatory sound 
correlates more closely with the intra-arterial 
pressure. 

In our experience the results are approxi- 
mately equal by either method, unless the di- 
astolic pressure is considerably increased or 
has decreased subsequent to therapy. Infre- 
quently the auscultatory sound may not dis- 
appear. and in such an instance the point of 
change in the sound probably corresponds 
most accurately to the diastolic pressure. 

Sometimes it is extremely difficult if not 


TABLE 1 


Norma Pressures tN INFANTS 
AND CHILDREN 


AGE MEAN SYSTOLIC MEAN DIASTOLIC 
(mm. Hg) (mm. Hg) 
At birth 80 6 
1 day 85 10 
10 day~ 100 50 
3 years 94 4 14 5+ 9 
6 years 100 + 15 4 8B 
7 years 102 + 15 56 8 
8 years 105 + 16 Yj 9 
9 years 107 + 16 574+ 9 
10 years 109 + 16 58 + 10 
11 years 1ll+17 59 + 10 
12 years 113 + 18 59 + 10 
13 years 115 + 19 60 + 10 
14 years 118 = 19 61 + 10 
15 year~ 121 + 19 61 + 10 
16 year- 121 + 19 61 + 10 


Varch 1957 


impossible to record the blood pressure of 
infants by auscultation or palpation and one 
must be satisfied with the systolic reading. 
Under these conditions we recommend the 
“flush” technic as originally described by 
Goldring and Wohltmann.' The lower extrem- 
ity is wrapped from the toes toward the knees 
with rubber sheeting or elastic bandage, de- 
priving it of blood. Then the cuff is placed 
midway between the knee and ankle and in- 
flated above the anticipated systolic pressure. 
On removal of the bandage the skin remains 
blanched. The pressure in the cuff is released 
slowly, and the point of almost instantaneous 
flushing corresponds to the arterial systolic 
pressure. Sullivan and Kobayashi> recently 
stressed the need for taking at least three and 
preferably five readings. 


Normal Blood Pressures 


Normal blood pressures as recorded for in- 
fants from birth to 10 days of age by Smith” 
and for children 5 to 16 years of age by 
Graham, Hines and Gage'” are indicated in 
table 1. 

Downing,'' in a serial study of the blood 
pressure readings of 233 girls between the 
ages of three years. seven months and eight 
and one-half years, noted considerable varia- 
tion from day to day and that the increment 
in pressure was not constant from year to 
year. From a clinical point of view. especially 
during episodes of acute hypertension in chil- 
dren, we believe that a consideration of the 
emotional factors as observed by Clayton and 
Hughes' is of utmost importance and empha- 
sizes the necessity for serial blood pressure 
determinations. 


Etiologic Classification 


A classification of the conditions with which 
hypertension in children is associated appears 
in table 2. We will not discuss these clinical 
entities, except renal disease, and we refer the 
reader to standard pediatric and medical text- 
hooks and to the review articles by McCrory 
and Nash’? and Hughes.'* Recently a number 
of interesting articles have related hyperten- 
sion to Schénlein-Henoch syndrome,'*:'” 
normalities of the adrenal gland,'*~*° 
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TABLE 2 


Conpitions AssoctaTeD WitH HYPERTENSION 
IN CHILDREN 


1. RENAL 
a. Nephritis 
(1) Acute 
(2) Subacute 
(3) Chronic 
b. Pyelonephritis and other infections 
Purpura—anaphylactoid purpura. nonthrombocyto- 
penic (Schénlein-Henoch syndrome) 
d. Hydronephrosis 
e. Tumors 
(1) Embryoma ( Wilms’) 
(2) Hypernephroma 
(3) Metastatic or perinephric (neuroblastoma, 
leukemia, etc.) 
. Obliterations of renal artery 
(1) Coaretation or stenosis 
(2) Compression 
(3) Intimal hyperplasia 
g. Polycystic disease 
h. Hypoplasia and ectopia 
i. Renal calculi 
j. Vascular infarcts 
k. Lower nephron nephrosis 
|. Hematoma 
m. Amyloid disease 


2. CARDIOVASCULAR 
a. Coarctation of aorta 
b. Aortic insufficiency 
ec. Patent ductus arteriosus 
d. Arteriovenous shunts 


3. CENTRAL NERVOUS SYSTEM 
a. Infections 
(1) Encephalitides. especially poliomyelitis 
(2) Meningitides 
(3) Brain abscess 
b. Tumor 
c. Hemorrhage and hematomas 
. Acute porphyria 
Anoxemia or carbon dioxide accumulation (re- 
spiratory acidosis) or both 
. Dysfunction of autonomic nervous system (familial 
dysautonomia) 


» ENDOCRINE 


a. Adrenal cortex 
(1) Tumor or hyperplasia 
(a) Cushing’s syndrome 
(b) Adrenogenital syndrome 
(2) Aldosteronism 
(3) Steroid and ACTH therapy 
b. Pheochromocytoma 
c. Hyperthyroidism 
d. Pituitary and hypothalamic lesions 
e. Gonadal dysgenesis 


COLLAGEN DISEASE 


a. Periarteritis nodosa 
b. Scleroderma 
c. Lupus erythematosus 
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6. 


INDUCED 

a. Various vasoconstrictor drugs such as ephedrine, 
NEO-SYNEPHRINE®, norepinephrine 

b. Mercury—acrodynia 

c. Lead poisoning (encephalitis) 

d. Vitamin D intoxication 

e. Steroid therapy 

f. Anxiety states 


ESSENTIAL HYPERTENSION 


8. MALIGNANT HYPERTENSION 


21-2 


eral renal disease.”' “* dysfunction of the auto- 
nomic nervous and poliomyelitis.’ 


Hypertension in Renal Disease 


The mechanism of the production of hyper- 
tension in renal disease is extremely complex. 
and multiple factors probably are responsible. 
It is thought that the increase in blood pres- 
sure, at least at its onset, is associated with 
general arteriolar spasm mediated through 
humoral or metabolic mechanisms. In acute 
nephritis, for example. the retinal vessels and 
capillaries of the nail beds exhibit vascular 
spasm. Fishberg*’ pointed out that arteriolar 
spasm which mediates hypertension in renal 
disease is proportionately uniform in the 
limbs, skin, splanchnic areas, brain and kid- 
neys. Despite vascular constriction in many 
organs, however, the blood flow may remain 
normal. In acute nephritis the renal blood flow 
may be normal or actually increased.*' ** 

Humoral mechanisms subsequent to rena! 
abnormality may cause hypertension through 
a relative or an absolute increase in pressor 
substances. This increase may result from 
increased production (hyper-renalism). de- 
creased destruction (hyporenalism). and fail- 
ure in production of antagonists or antipressor 
substances (hyporenalism ). 

A brief presentation of several of the out- 
standing theories concerning pressor activity 
of the kidneys follows. Goldblatt’s** observa- 
tions, which were summarized in 1948, dem- 
onstrate clearly that interference with renal 
circulation (not necessarily ischemia) results 
in increased formation of renin or increased 
liberation of this enzyme, or both. Renin re- 
acts with one of the alpha 2 globulins of the 


POSTGRADUATE MED!CINE 


- 
3 
4 
“a 
| 
| 
J - 
| 
4 


ne, 


plasma, hypertensinogen, forming a vasopres- 
sor substance known as angiotonin or hyper- 
tensin. It appears that renal ischemia is not 
necessary for the production of hypertension 
in nephritis, and, as already stated, it is possi- 
ble by renal clearance technics to demonstrate 
a normal renal blood flow or actually an in- 
creased flow in acute nephritis. However. 
Dexter and Haynes***” isolated renin in the 
renal vein in acute nephritis, and recently 
Arneil and Dekonski* detected an angiotonin- 
like substance and possibly angiotonin itself 
in the acute phase of nephritis. The greatest 
quantities were demonstrable during the period 
of hypertension. These findings suggest that 
renin or perhaps other pressor substances are 
liberated in increased quantities or that anti- 
pressor substance is quantitatively decreased 
as a result of the inflammatory process with 
which hyperemia may be associated. 

Other interesting hyper-renal mechanisms 
have been described. Shorr** demonstrated a 
vaso-excitatory material (VEM) and a vaso- 
depressor material (VDM) which are formed 
in the normal kidney and liver respectively. 
These substances do not act directly on the 
arterioles but mediate their effects by altering 
the sensitivity to epinephrine. In renal disease 
VEM is either relatively or absolutely in- 
creased due to increased production or de- 
creased destruction by the kidney. 

Holtz and Heise*’ and Bing*’ have described 
pressor amines, and Schroeder and Olsen*' 
reported on aminelike pressor substances. 
Their exact significance remains to be deter- 
mined, as does that of VEM and VDM. 

Recent investigations have emphasized the 
possible role of hyporenal mechanisms. Groll- 
man and associates**** and Braun-Menendez 
et al.'' introduced this approach. These in- 
vestigators produced hypertension in nephrec- 
tomized animals, which they attributed to an 
absence of some metabolic kidney function. 
However, one cannot state whether hyperten- 
sion in nephrectomized animals results from 
failure of excretion or destruction by the kid- 
ney of pressor substances, or whether it is 
due to absence of inhibition or lack of produc- 
tion by the kidney of a depressor substance. 

Houck* observed that hypertension did not 
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develop in bilaterally nephrectomized dogs 
which were in a state of dehydration. How- 
ever, hypertension ensued after hydration was 
re-established, and could not be relieved by 
dehydrating the animals again. His observa- 
tions suggest a definite relation between hyper- 
tension and salt and water metabolism. 

Findley.*" in a recent article, aptly stated: 
“It begins to look as though high blood pres- 
sure may result from two kinds of renal dys- 
function.” In his opinion. excessive secretion 
of renal pressor substances (hyper-renalism ) 
probably exists but must be rare, since 50 per 
cent of cases of hypertension and unilateral 
renal disease were not benefited by unilateral 
nephrectomy: also, many patients with bilat- 
eral renal disease have normal blood pressure. 
He hypothecates a mechanism involving hypo- 
renalism different from those already de- 
scribed. In brief, he assumes there is a deficit 
of renal tubular mass or function which elicits 
a response from the anterior pituitary-adreno- 
cortical axis, based on the following: (1) 
eosinophilia of the anterior pituitary following 
bilateral nephrectomy which suggests an in- 
creased secretion of a trophic material (reno- 
trophin): (2) hypertension following enuclea- 
tion of the adrenal gland occurred only in the 
presence of unilateral nephrectomy; (3) the 
kidney in human hypertension handles salt 
and water loads in a manner similar to that of 
Cushing’s syndrome. Findley indicates that in 
human hypertension there possibly exists a 
renotrophic hormone of the anterior pituitary 
to which renal tubular epithelium is rendered 
insensitive (enzymatic defect), thereby set- 
ting up a “feed-back” mechanism such as 
exists in diminished function of other target 
organs of the anterior pituitary (thyroid and 
gonads). 

Interestingly. Smith" points out that in ex- 
perimental hypertension adrenalectomy results 
in loss of capacity of renal tissue to elaborate 
VEM. Also, Goldbatt®’ has implied that the 
adrenal cortex is necessary for the formation 
of hypertensin from hypertensinogen. 

One cannot disregard the relation of glo- 
merular and tubular damage to retention of 
salt and water as a factor in the production 
of hypertension, especially in renal disease. 
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There may be a decrease in glomerular filtra- 
tion as well as an almost complete tubular re- 
absorption of sodium chloride, with resultant 
edema and hypertension which usually 
spond to a reduction in salt and water intake. 

In view of recently discovered pharmaco- 
logic agents for control of hypertension which 
are known to block the passage of vasocon- 
strictor impulses, it appears that neurogenic 
mechanisms in renal hypertension re- 
evaluation. Moyer and Dennis‘**' 
cellent reviews have presented pharmacologic 
evidence of abnormal flow or type of vasocon- 
strictor impulses in a variety of hypertensive 
states. 

Briefly, it appears that. as Fishberg’’ sum- 
marized, there is increasing evidence that a 
renal humoral pressor mechanism initiates 
renal hypertension, which may be superseded 
by a neurogenic mechanism mediated through 
the sympathetic nervous system. 


in their ex- 


Management of Hypertension 


Though our experience has been concerned 
primarily with hypertension management in 
acute nephritis, the principles and agents ap- 
ply also to control of this complication in as- 
sociation with other conditions. 

It is obvious, from the classification of con- 
ditions with which hypertension in children 
may be related, that permanent reduction of 
blood pressure may depend on medical and 
surgical treatment of the underlying abnor- 
mality. These conditions include coarctation 
of the aorta, the second most frequent cause 
of hypertension in children, and patent ductus 
arteriosus, which may be successfully treated 
surgically. Other conditions amenable to sur- 
gical or medical treatment include hyperthy- 
roidism, pheochromocytoma. adrenocortical 
tumors and hyperplasia. This category also in- 
cludes elevations in blood pressure subsequent 
to increased intracranial pressure from vari- 
ous causes. 

In renal disease one must evaluate the con- 
dition accurately and direct therapy at the pri- 
mary disease in an effort to reduce the blood 
pressure. Pyelonephritis, frequently secondary 
to congenital malformations of the urinary 
tract. constitutes the most common cause of 
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hypertension amenable to unilateral nephr:c- 
tomy. Renal vascular abnormalities also .\e- 
mand diligent search and adequate treatmestt, 

Nephrectomy in unilateral disease has ,,o0- 
duced variable results, and authorities <is- 
agree concerning the indications for and the 
benefits following this procedure. We agree 
with Schaffer and Markowitz" that the likeli- 
hood of reversibility of the vascular abnor- 
mality. with subsequent drop in blood pres- 
sure. is greater in children than it is in adults 
after unilateral nephrectomy. Smith” reported 
that only 19 per cent of adults with hyper- 
tension from unilateral renal disease bene- 
fited from nephrectomy. However. Schatfer 
and Markowitz"! more recently reported good 
results in four children, and after reviewing 
the literature they discovered that 94 per 
cent of patients with hypertension and unilat- 
eral renal disease in this age group benefited 
from nephrectomy. One-third of the patients 
in all age groups were rendered normotensive 
following removal of the affected kidney in 
unilateral renal disease. and an additional 
one-third were greatly benefited: the remain- 
der were not affected. These figures agree with 
reports from the Mayo Clinic** and the Ochs- 
ner Clinic.’ 

Acute nephritis in children carries a good 
prognosis, with recovery in 90 to 95 per cent 
of cases. In fact, there is little doubt that the 
condition is unrecognized at times and may 
occur in epidemic proportions following in- 
fection with nephrogenic strains of strepto- 
cocci unless careful observations are con- 
ducted and examinations of the urine are made 
during the three to six week postinfection 
53-56 

It has been our experience and that of 
others that 60 to 75 per cent of patients hos- 
pitalized because of acute nephritis have a 
blood pressure of 140/90 mm. Hg or higher 
at the time of admission. At least two-thirds of 
these patients remain hypertensive following 
bed rest and sedation with barbiturates and 
require more intensive therapy. Serious com- 
plications such as cardiac failure and encepha- 
lopathy ensue in one-third of the patients 
with hypertension and require measures with 
prompt action and minimal undesirable effects. 
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Through the years. we have not had at our 
disposal an ideal agent for the control of 
acute hypertensive states in children. Par- 
enterally administered magnesium sulfate has 
been widely employed.’ “’ It is important to 
point out that nephritis frequently results in 
a depression of the glomerular filtration rate 
and the filtration fraction, with a subsequent 
depression of urine formation. Therefore, a 
therapeutic agent ideally should not cause 
hypotension or further depress renal fune- 
tions. Deleterious effects have not been re- 
ported following the use of magnesium sul- 
fate so far as renal functions are concerned, 
but an increase in effective renal plasma flow 
in nephritic as well as an in- 
crease in glomerular filtration rate” have been 
observed. Nevertheless there are important 
disadvantages in the use of magnesium sulfate. 
including (1) a narrow margin of safety which 
renders its use hazardous especially in the 
presence of oliguria or anuria, (2) a local 
irritating action, especially when given intra- 
muscularly, causing marked anxiety when 
doses are repeated, and (3) a not infrequent 
failure to produce an adequate response. Be- 
cause of these disadvantages and with the ad- 
vent of newer agents in recent years, we have 
almost stopped using magnesium sulfate. 

Hydralazine, a potent hypotensive agent 
through its action in the midbrain and the 
medulla, produces a true vasodepressor re- 
sponse."” It has been used alone to reduce ele- 
vated blood pressure during nephritis, espe- 
cially in the presence of cardiac failure or of 
encephalopathy or both.*’ However, we have 
noted.“* as have McCrory and Rapaport."! 
that marked depression of all renal functions 
follows its use. Formerly. for patients with en- 
cephalopathy or cardiac failure. or both, we 
recommended hydralazine alone in doses of 
0.5 to 1 mg. per kilogram of body weight 
orally or intramuscularly, in spite of tem- 
porary depression of renal functions. In 25 
cases in which it was employed, we could not 
detect any permanent adverse effects attributa- 
ble to hydralazine, but in view of the marked 
depression of all renal functions we have aban- 
doned its use in favor of smaller doses in com- 
bination with reserpine. 

Varch 
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Hexamethonium, given intravenously in 
large doses, was ineffectual in reducing the 
blood pressure in four cases of hypertension 
and nephritis in children. We have not had 
experience with Veratrum derivatives. Royce” 
reported clinical success with these agents, but 
did not determine their influence on renal 
functions. It is established that overdosage is 
easily reached and causes marked hypoten- 
sion, bradycardia and collapse. 

During the past two years we have had ex- 
perience with the use of reserpine alone and 
in combination with hydralazine.*' Reserpine 
acts on the vasomotor center and suppresses 
the sympathetic balance predominantly at the 
hypothalamic level. It has been widely used in 
hypertensive and emotional states in adults. 
We*' have published the results in 20 cases 
of acute nephritis in children with hyperten- 
sion and have used these agents in approxi- 
mately 50 additional children requiring anti- 
hypertensive therapy. In our opinion these 
drugs are ideal for use in combatting acute 
hypertension in children and exert a minimal 
influence on renal functions. 

For patients having a persistent blood pres- 
sure of 140 90 or above without signs of en- 
cephalopathy or cardiac failure. we recom- 
mend the intramuscular administration of 
0.070 mg. (70 wg.) of reserpine per kilogram 
of body weight soon after hospitalization. We 
no longer delay in order to determine the in- 
fluence of an initial period of sedation and 
bed rest. Frequently within 30 minutes and 
generally within an hour after administration. 
the diastolic and systolic pressures drop 5 and 
10 mm. Hg. respectively. In 40 per cent of our 
cases the blood pressure dropped to 140/90 
or less within 30 minutes and continued to 
drop. with a maximal response within three 
hours. Duration of response ranged from 12 
to 24 hours, and a large proportion of pa- 
tients remained normotensive without addi- 
tional medication. 

If the blood pressure failed to respond ade- 
quately to reserpine. hydralazine was given 
two to six hours later in doses of 0.15 mg. per 
kilogram of body weight intramuscularly. This 
dose of hydralazine is one-sixth to one-third 
as large as that previously recommended by 
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ricures 1 and 2. Individual blood pressure responses associated with reserpine and hydralazine therapy in children 
during the hypertensive phase of acute nephritis. 
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us** when the agent was used alone, and ap- 


proximately one-half as large as that given by 
McCrory and Rapaport.®' Within an hour fol- 
lowing the administration of this small dose 
of hydralazine to patients who previously re- 
ceived reserpine, the blood pressure dropped 
to 140/90 or lower. In the majority of cases 
no additional therapy was needed. Occasional- 
ly it was necessary to repeat one or both of 
these drugs at 12 to 24 hour intervals for as 
long as 3 to 11 days. Usually reserpine was 
given only once every 24 hours, and rarely 
hydralazine was repeated at 6 to 12 hour inter- 
vals following reserpine. Undesirable side ef- 
fects were not observed and in no instance did 
the mean blood pressure (diastolic plus one- 
third pulse pressure) fall below 60 mm. Hg, 
which is considered incompatible with normal 
renal function. 

In the presence of cardiac failure and ex- 
treme elevation of blood pressure, with or 
without encephalopathy (characterized by 
drowsiness, twitching, convulsion, headache 
and vomiting), the drugs are given simulta- 
neously for more prompt action. Under these 
conditions a maximal response was obtained 
in approximately half the time required when 
the drugs were given in sequence. Normoten- 
sive levels were attained in 70 per cent of the 
cases following a single simultaneous dose of 
the drugs. As already mentioned, patients re- 
quiring additional therapy received reserpine 
alone or in combination with hydralazine once 
every 12 to 24 hours. 

The blood pressure responses to the various 
combinations are typified by figures 1, 2 and 
3. Figures 4, 5 and 6 illustrate the status of 
renal functions before and after treatment with 
reserpine alone or combined with hydralazine, 
and given separately or simultaneously. The 
hypotensive responses following the use of 
these drugs were associated with insignificant 
changes in renal functions regardless of their 
status prior to therapy. 

Reserpine alone reduced the mean blood 
pressure significantly but did not affect the 
crude renal vascular resistance (mean blood 
pressure effective renal blood flow). The 
combination of reserpine and hydralazine. 
given simultaneously or in sequence, reduced 
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FIGURE 3. Individual blood pressure response associated 
with reserpine and hydralazine therapy in a child dur- 
ing the hypertensive phase of acute nephritis. 


the renal vascular resistance to a highly sig- 
nificant degree. 

Although use of these pharmacologic agents 
has met with a high degree of success, we wish 
to point out that judicious salt and water re- 
striction should be practiced. This is especially 
true during the early phase of acute hyperten- 
sive states associated with oliguria and edema, 
because cardiac failure is likely to ensue. 


Summary 


We have emphasized the importance of re- 
cording blood pressure in children, and out- 
lined the normal blood pressures for various 
ages, proper width of cuffs, and conditions 
with which hypertension may be associated. 

Renal mechanisms (hyporenal and hyper- 
renal) and other factors thought to play a 
role in producing hypertension are reviewed. 
It appears that a renal humoral pressor mecha- 
nism initiates hypertension, which may be 
superseded by a neurogenic mechanism. 

In the management of hypertension in in- 
fants and children it is important to detect 
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ricuREs 4, 5 and 6. The influence of reserpine and hydralazine on blood pressure and renal hemodynamics in chil- 
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Postpartum Obstruction of 
the Large Bowel 


D. E. CANNELL* AND E. B. TOVEE? 


University of Toronto and Toronto General Hospital, Toronto 


Because of a special interest in abdominal 
surgery we have been fortunate indeed in be- 
ing closely associated with members of the 
Department of Obstetrics at the Toronto Gen- 
eral Hospital in the investigation and treat- 
ment of surgical complications following 
obstetric procedures. From this considerable 
array of clinical material we would like to re- 
port a sizable group of cases observed in the 
past five years concerning a very specific type 
of large bowel obstruction which follows de- 
livery—that due to mechanical obstruction by 
the postpartum uterus. 

Intestinal obstruction in any form during 
or immediately after pregnancy is extremely 
uncommon. The reported incidence ranges 
anywhere from one case in 1500 pregnancies 
to one case in 66,000. The three main periods 
of predilection for its occurrence are between 
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the fourth and sixth months, near term, and 
shortly after delivery. Only 10 per cent de- 
velop during the latter period. with which this 
presentation is primarily concerned. 

In our experience. when intestinal obstruc- 
tion follows delivery by the normal route it is 
usually small bowel in type. A common cause 
of such obstruction is some pre-existing band 
or adhesion which sets off the abnormal train 
of events only after the relatively sudden de- 
crease in size of the uterus has resulted in 
some rearrangement of the intra-abdominal 
contents. Then a loop of bowel, usually close 
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to the terminal ileum. is caught under the 
band and obstruction ensues. 

After cesarean section, on the other hand. 
two additional etiologic factors are commonly 
active. The greater omentum is the primary 
culprit. and works in an unusually sneaky 
manner. The patient often has no trouble for 
the first few days following section. and the 
fact that the greater omentum is already at- 
tached to the incision in the uterus is of no 
importance for it does not produce symptoms 
at that time. As the uterus undergoes involu- 
tion and decreases in size, however. it sinks 
into the pelvis, dragging the omentum with it. 
Often it catches a loop of small bowel under it. 
and symptoms and signs of low small bowel 
obstruction begin to appear—partial at first, 
then becoming complete. 

The second factor in obstruction following 
cesarean section concerns the small bowel it- 
self. which occasionally becomes attached to 
the uterine scar and undergoes acute kinking 
or angulation as involution proceeds. In ad- 
dition to these factors one must add all the 
usual causes of obstruction which are unre- 
lated to the pregnancy. The important feature 
in any case is early recognition of the condi- 
tion when it is amenable to safe. efficient 
therapy. 

Mild degrees of so-called paralytic ileus are 
not infrequent following both normal delivery 
and cesarean section. The ileus usually is in- 
significant although occasionally it may be 
very severe. About 24 to 48 hours after de- 
livery, mild to moderate abdominal distention 
occurs, and physical examination reveals a 
silent. distended abdomen. The significant fea- 
tures are the absence of both crampy abdomi- 
nal pain and audible peristalsis. Only rarely 
does the condition progress to vomiting, de- 
hydration and the full picture of severe ileus. 

This postpartum ileus is entirely different 
from and not to be confused with pregnancy 
ileus. which has been described as a definite 
entity occurring any time in the course of a 
pregnancy. It is stated to be a condition in 
which paralysis of smooth muscle, usually 
large intestinal, occurs without any organic 
obstruction but with enormous distention. In 
canvassing the various members of our hos- 
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pital staff we could not find one who had ob- 
served such a case. 

Obstruction of the large bowel is the rarest 
form of intestinal obstruction following de- 
livery. Not infrequently a pre-existing bowel 
lesion such as an unrecognized carcinoma ini- 
tiates the condition. Isolated cases of volvulus. 
both of cecum and of sigmoid colon, have 
been reported but usually occur during preg- 
nancy and not post partum. The last collective 
review of the world literature on the condition 
disclosed 85 cases of volvulus during preg- 
nancy up to 1950. It is because of the reported 
rarity of large bowel obstruction following de- 
livery that we would like to discuss 10 cases 
in which the etiologic agent was the postpar- 
tum uterus itself. 

Our attention was first called to the condi- 
tion in 1950. On February 3 of that year a 35 
year old patient was delivered quite unevent- 
fully by low section. She was well for 48 hours 
and then experienced crampy lower abdominal 
pain. It gradually became generalized and was 
then associated with increasing abdominal dis- 
tention, nausea and vomiting, and absolute 
constipation. By February 7. when she was 
first seen by one of us (EF. B. T.). the abdomi- 
nal distention was tremendous and there was 
also localized tenderness in the right lower 
quadrant with a mass extending from that re- 
gion obliquely up into the left upper quad- 
rant. A diagnosis of large bowel obstruction 
due to a volvulus of the cecum was made. At 
laparotomy it was found that she did, in truth. 
have a volvulus, but of even greater interest 
was the fact that the entire large bowel distal 
to the volvulus was of enormous size too, and 
this largely due to gaseous distention. The dis- 
tention ended abruptly at the pelvic brim. The 
entire pelvis was filled with a large, boggy 
uterus. So tightly was the uterus jammed in 
the pelvis that it was impossible to get even 
the scalpel handle between uterus and pelvic 
brim. In other words, a true mechanical ob- 
struction to the passage of gas and fecal mate- 
rial was present. At the level of obstruction 
the sigmoid.colon did not present evidence of 
compromised blood supply. More proximally. 
however, there was a large patch of gangrene 
on the anterior cecal wall. 
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Treatment was easy. The volvulus was un- 
twisted and the gangrenous area exteriorized 
as a cecostomy through a separate incision in 
the right lower quadrant. There were no post- 
operative complications, and within three days 
gas was passed through the rectum, followed 
in short order by liquid fecal material. Rectal 
examination at that time revealed that the 
uterus was still enlarged but was much more 
mobile within the pelvis. After an uneventful 
convalescence the cecostomy was closed with- 
out incident. 

The laparotomy findings in this case raised 
the question, Why had this particular patient 
had trouble? Was there a pelvic abnormality 
such as bony deformity or small pelvic meas- 
urements which acted as an accessory etiologic 
factor? There was not. Did the fact that there 
had been a surgical incision in the uterus, 
with consequent edema, present an abnormally 
large, though tapered, organ which gradually 
jammed in the pelvic brim like a cork in a 
bottle? If so, why did the situation not arise 
more frequently? And the next step in reason- 
ing: Perhaps it did happen, and this so-called 
postpartum ileus which had been summarily 
accepted as the cause of most cases of disten- 
tion was indeed a form of temporary mechani- 
cal obstruction—perhaps with some degree of 
atony as well. And finally: Did or could this 
mechanical obstruction occur after delivery 
by the normal route as well as by section? 

In an attempt to answer these questions we 
shall report on 10 cases of postpartum obstruc- 
tion of the large bowel due to pressure of the 
enlarged uterus on the sigmoid colon at the 
level of the bony pelvic brim. In the majority 
of cases the obstruction has followed cesarean 
section, but it does occur after so-called nor- 
mal deliveries as well. 


Clinical Features 


In the typical case there are normal find- 
ings for 24 to 48 hours after delivery. If ce- 
sarean section has been done there may be 
mild distention due to ileus, together with the 
usual abdominal discomfort consequent to 
operation. Shortly thereafter the patient is 
aware of the rather slow, insidious onset of 
crampy lower abdominal pain followed by in- 
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creasing distention. The crampy pain worsens 
and, as the small bowel is involved in the 
process, soon is generalized rather than lower 
abdominal. Distention usually is marked at 
this time. One can often see waves of peristal- 
sis passing down toward the right lower quad- 
rant. If the cecum has a mobile mesentery and 
a cecal volvulus results, as we believe hap- 
pened in four of our cases, the abdominal 
findings change. Sometimes one can outline 
the volvulus as the distended loops pass ob- 
liquely from right lower to left upper quad- 
rant. If compromise of the blood supply then 
occurs, the thin cecal wall takes the main force 
of the blow and localized gangrene eventually 
ensues. This leads to the findings of localized 
peritoneal irritation over the site. By this time 
the patient has marked nausea and vomiting 
and usually, in the untreated case, marked 
fluid and electrolyte imbalance. Flat plates of 
the abdomen are of considerable value, and 
we shall describe typical findings later on. 
Apart from providing help in determining the 
type of intravenous alimentation required. 
blood studies usually are noncontributory. 


Treatment 


If the patient is seen early in the course of 
the syndrome and the tentative diagnosis is 
made expeditiously, treatment is very simple 
and very effective. If the diagnosis is made 
late, when there are signs of volvulus or lo- 
calized peritoneal irritation—suggesting gan- 
grene or at least compromise of the blood sup- 
ply—surgical intervention becomes an acute 
necessity after proper preparation. 

In the uncomplicated case we have placed 
the patient in the exaggerated knee-chest posi- 
tion, and with a finger in the rectum have 
gently moved the uterus out of the pelvis. The 
patient has then been nursed in that position 
for prolonged periods. Originally a catheter 
was threaded well up into the colon and we 
were often amazed at the force with which gas 
emitted. But this blind procedure seemed to 
have dangerous potentialities, so that now we 
just introduce the rectal tube well into the 
lower rectum. Usually gas is passed rapidly 
without difficulty, and the distention clears 
just as quickly. Not infrequently, at the mo- 
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ment that a moderate amount of flatus is 
passed, the major abdominal pain disappears 
as if by magic, even though an appreciable 
degree of abdominal distention remains. 

Usually after 48 hours the uterus is freely 
movable in the pelvis and normal postpartum 
care can be undertaken. During the period of 
acute disturbance we have usually put a Levin 
tube down into the stomach and _ instituted 
suction to prevent more distention, and have 
carried the patient along on suitable intrave- 
nous therapy. In mild cases these measures are 
unnecessary. 

In a case complicated by volvulus or by 
cecal gangrene, or both, surgical therapy is 
safe and effective. A lower laparotomy inci- 
sion is employed to visualize the pathologic 
process. The volvulus is untwisted and the 
gangrenous area exteriorized as a cecostomy 
through a separate muscle-splitting incision 
in the right lower quadrant. Fortunately, in 
the cases treated thus far, the area of gangrene 
has not been so extensive that cecostomy could 
not be done very easily. If it were extensive. 
however, probably one would be forced to do 
a modified resection of the right colon. Post- 
operatively the routine is no different from 
that of ordinary obstruction. 


Report of Four Cases 


To illustrate these various points we shall 
describe briefly the histories and x-ray find- 
ings in four of the 10 cases in the series. 

Case 1—On the day following uneventful 
delivery by low section in a 41 year old pa- 
tient, a superficial phlebitis in the calf veins 
and a questionable small pulmonary infarction 
developed; the latter lesion was never proved 
definitely. Two days post partum she began to 
have crampy abdominal pain. Generalized ab- 
dominal distention, nausea and vomiting fol- 
lowed. Multiple enemas were ineffective in 
producing gas or relieving her distress, and 
the symptoms and signs increased rapidly in 
intensity. Examination revealed extreme ab- 
dominal distention, a palpable, mildly tender 
cecum, and very audible peristalsis coming 
with each cramp. X-rays disclosed distention 
from the cecum to the pelvic colon. The cecum 
appeared to have rotated partially and to have 
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taken a position transversely in the abdomen 
with the tip pointing toward the left upper 
quadrant, as one commonly sees with volvulus. 

In the knee-chest position, and with gentle 
manipulation of the uterus, the patient very 
audibly deflated herself considerably and im- 
mediately. The crampy pain ceased at once. 
The remaining distention subsided rapidly 
and the cecum became less tender, until after 
48 hours she passed gas and feces normally. 
Rectal examination at that time revealed a con- 
siderably smaller uterus, now freely movable 
in the pelvis. 

Case 2—This patient was 40 years of age 
and was also delivered by low section. Some 
abdominal distention developed 24 hours after 
delivery, without crampy pain, and suggested 
a mild ileus. The following day, distention was 
more marked and she still had a silent abdo- 
men. By the third day, crampy abdominal pain 
had ensued, and it gradually became exceed- 
ingly severe. It was not relieved by PANTO- 
PON® or DEMEROL®. On examination that day 
one could feel peristaltic waves passing down 
to the right lower quadrant in the midst of 
marked generalized abdominal distention. Her 
uterus, on rectal examination, was immobile 
in the pelvis. 

An x-ray demonstrated distention of the 
large bowel, particularly a loop lying across 
the mid-abdomen, presumably cecum. Disten- 
tion of a lesser degree extended down the de- 
scending colon as far as the pelvic brim. A 
barium enema was given, and on evacuation 
of the enema the patient passed a large amount 
of gas but did not deflate herself to any ex- 
tent. The routine previously described was 
carried out. The distention subsided complete- 
ly in two days, and shortly thereafter she had 
a normal evacuation. Examination per rectum 
revealed an appreciably smaller uterus, freely 
movable in the pelvis. 

Case 3—The final example in the group of 
obstructions following cesarean section con- 
cerns a 44 year old patient who was delivered 
by low section. Forty-eight hours later she 
presented the typical picture as described in 
the first two cases—crampy abdominal pain. 
distention, visible and palpable peristalsis 
traveling toward the right lower quadrant. 
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\-rays showed marked dilatation of the en- 
tire large bowel, with the most marked dis- 
tention in the cecal area. Once again there 
was beginning transverse cecal position. The 
patient was placed in the knee-chest position 
at once and the uterus was pushed forward 
with a finger in the rectum. An audible blast 
of immense proportion emitted from the rectal 
tube and her severe cramps subsided immedi- 
ately. Distention disappeared within 48 hours. 

Case 4—The last case to be described rep- 
resents obstruction following delivery by the 
normal route. Within 12 hours this 28 year 
old patient began to have severe crampy lower 
abdominal pain which increased gradually in 
severity, and marked distention occurred. 
Pantopon, morphine and Demerol did not 
ease her pain. Multiple enemas were ineffec- 
tual. Abdominal distention was marked at ex- 
amination some 24 hours post partum. The 
patient writhed in bed and was unable to lie 
still. The grossly distended cecum could be 
palpated. 

Plain films showed dilatation of the large 
bowel down to the pelvic brim. Following ad- 
ministration of a barium enema, a loop of 
colon about the mid-sigmoid, which at first 
lay to the right of the mid-line, was seen to 
move over to the left and out of the pelvis. 
With evacuation of the enema a considerable 
amount of gas was expelled. but the post- 
evacuation films revealed a moderate amount 
of gas in the proximal colon. 

The usual routine was carried out in this 
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case. Three days later the distention had 
cleared entirely and evacuation was normal. 
As in all other cases, the uterus was freely 
movable in the pelvis. 


Conclusion 


We have described what we believe to be 
postpartum obstruction of the large bowel re- 
sulting from pressure of the enlarged uterus 
on the sigmoid colon at the pelvic brim. We 
have observed 10 such cases. Eight cases fol- 
lowed cesarean section, and two followed nor- 
mal delivery. Six were simple, uncomplicated 
obstructions. In four cases the condition had 
advanced to the stage of volvulus; all these 
followed section. Sixty per cent were not of a 
serious nature. 

It is quite probable that in the past many 
of these cases have gone unrecognized and 
the patients have recovered without specific 
treatment. However, this postpartum complica- 
tion sometimes assumes a most serious nature 
and may require surgical treatment. 

We could not end this discussion without a 
word of warning. We have always to remem- 
ber that intestinal obstruction, both of the 
large bowel and of the small bowel, can and 
does occur from causes other than this, follow- 
ing delivery. We can conceive of nothing 
worse than being lulled into a false sense of 
security by making a diagnosis of this syn- 
drome when indeed an entirely different type 
of intra-abdominal lesion requiring an entire- 
ly different treatment may be present. 
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The Treatment of Some 


Congenital and Acquired 


Deformities 
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surgery is 
concerned with the 
treatment of deformi- 


ties, both congenital 
and acquired, to the ? 
end of improving ap- all 


pearance and function. . 
In fact an operation is - 
seldom done that could ' 
not be bettered by ap- ' 
plying some ofthe prin- CLAIRE L. STRAITH 
ciples of plastic surgery. 


Harelip and Cleft Palate 


About one in 700 children born in this 
country has a harelip or cleft palate. The birth 
of a child with such a deformity is a serious 
shock to the family, and one of the first ques- 
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tions asked is. “When can it be repaired?” 

Unnecessary delay in repairing such a con- 
spicuous defect as a harelip seems only to add 
insult to injury. For years we have made a 
practice of operating on such babies about the 
sixth to the tenth day of life if they are in 
good health and weigh approximately 6 |b. 
Operation is performed under local anesthesia 
primarily by injecting the infra-orbital nerves. 
With proper preparation they withstand the 
procedure extremely well and are in a much 
safer condition than they would be with gen- 
eral anesthesia. Further, the operator can 
work with much less interference. 

About an hour and a half before operation 
the babies are fed 3 oz. of their usual formula. 
Forty-five minutes before, they are given a 
rectal suppository or an intramuscular injec- 
tion of sEcCONAL®, 34 gr., and 15 minutes be- 
fore operation they receive about 1 mg. DEM- 
EROL™ per pound of body weight, or up to 
about 5 or 6 mg. 
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riGURE la (left) and b 
(right). Single cleft lips 
are repaired by a modified 
Hagedorn operation, which 
staggers the incision in the 
lip and produces a more 
normal Cupid’s bow. 


The child’s head is placed in a “doughnut” 
made of a rolled towel, and adhesive is passed 
over the forehead and around the doughnut so 
that the head can be turned readily in case of 
vomiting. The arms and legs are strapped 
down with adhesive, and the operation then 
can proceed, 

One of the greatest advances in this type 
of surgery has been the revival of the old 
Hagedorn operation which staggers the inci- 
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sion in the lip and produces a more normal 
Cupid’s bow. Another great improvement is 
the introduction of figure-of-eight tension su- 
tures, all from the mucous membrane side of 
the lip so that conspicuous sutures are not 
used on the surface skin. After tension is com- 
pletely relieved. the skin is closed with sub- 
cuticular 5-0 or 6-0 Dermalon sutures (figure 
la and b). 

Double harelip can be closed in the same 
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FIGURE 2a (left) and b 
(right). Double cleft lips 
may be closed in one stage 
with deep figure-of-eight 
sutures and subcuticular 
skin closure. 
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manner, using a layer of figure-of-eight sutures 
on each side to relieve the tension and closing 
the surface wound with subcuticular sutures. 
Correction of a double harelip results in the 
pulling downward of the tip of the nose by the 
formation of the lip. but this can be remedied 
later by elongating the nasal columella and 
introducing a cartilaginous tip support (figure 
2a and b). 

We usually instruct the mother of a child 
with cleft palate not to make an effort to teach 
the child to talk until the palate has been closed. 
We usually attempt closure at two years of 
age. By this time the tissues of the palate have 
thickened and. with careful technic, can with- 
stand the trauma of operation. The results usu- 
ally are quite satisfactory. One can carry out 
closure of cleft palate at any age. however. 
Even in adults, closure can result in correction 
of nasality and development of a fine tone of 
voice, if followed by good speech training. 
The latter should be a factor following all these 
operations. 

Many adults are seriously embarrassed be- 
cause they have unsightly old harelip scars. 
By excising the old scar and revising the lip, 
resuturing it with subcuticular sutures, one 
can effect great improvement in these cases 
and make the patients’ lives much happier. 
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FIGURE 3a (/e/t) and b 
(right). Small hemangio- 
mas can be removed and 
simple closure effected. 
Larger, more extensive in- 
volvements frequently —re- 
quire skin grafting. 


Hemangiomas 


In cases of comparatively small hemangi- 
omas we usually excise the lesion and close 
the wound with subcuticular sutures. In some 
cases we inject sodium morrhuate or other 
sclerosing solution into the lesion, several 
times if necessary. Some very large hemangi- 
omas can be treated in this way without re- 
sorting to surgery, although the surface usually 
is left rather scarred. 

Port-wine stains or purple birthmarks are 
often very conspicuous. We are making efforts 
to tattoo some of these. Others we excise and 
skin-graft, but we dislike facial skin grafts be- 
cause foreign skin never matches well in this 
location. However, the result often is better 
than a purple birthmark (figure 3a and b). 


Ear Deformities 


One of the commonest ear deformities is a 
pair of outstanding ears which make a boy. 
especially, an object of ridicule throughout his 
school life unless something is done to cor- 
rect the condition. We advocate the correction 
of all such deformities before school age. if 
possible, because the chiding and ridicule of 
thoughtless children may change the lives of 
these victims and actually make them anti- 
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FIGURE 4a (left) and b 
(right). Outstanding ears 
are the source of great em- 
harrassment and ridicule. 
Correction before school 
age will greatly facilitate 
psychologic and social de- 
velopment, 


social. The procedure consists of excising the 
skin behind the ear together with a small por- 
tion of cartilage and suturing the ear back into 
a better position (figure 4a and b). Correc- 
tion can be accomplished under local anes- 
thesia even in children six years of age or less. 

Children frequently are born with rudimen- 


tary or deformed ears, or have them partially 
or totally severed in automobile accidents. Al- 
though it is a complicated process and _ re- 
quires several operations. a new ear can be 
constructed for these patients that simulates 
fairly closely a normal ear and saves them con- 
siderable embarrassment (figure 5a, b and c). 


FIGURE 5a, b and e (/e/t to right). A new ear can be constructed to simulate a normal ear for those children born 


with rudimentary or deformed ears. 
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FIGURE 6a (top) and b (bottom). In large areas 
where skin advancement or pedicle flaps are im- 
practical or impossible, pigmented and hairy moles 
must be excised and skin-grafted. 


Pigmented and Hairy Moles 


Pigmented and hairy moles on the face pre- 
sent a serious problem, and wherever possible 
we advise their excision and close approxima- 
tion of the defect with subcuticular sutures. 
Where this is impractical, sometimes a pedicle 
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flap, especially one from the nasolabial fold. 
can be turned into the defect produced by ex- 
cision of the mole. Very little subsequent scar- 
ring will result and the lesion is repaired with 
a well-matching piece of skin. In larger areas 
where advancement of the surrounding skin 
or pedicle flaps is impractical or impossible. 
the lesion must be excised and skin-grafted 
with foreign skin, much as we dislike using 
foreign skin on the face (figure 6a and b). 
When an eyebrow must be sacrificed, hair- 
hearing skin can be inserted subsequently, re- 
storing the appearance more or less to normal. 


Facial Injuries and Lacerations 


In this automobile age, with a million or 
more persons severely injured annually, every 
hospital is confronted with many facial in- 
juries and lacerations which. if not treated 
properly, may ruin or markedly affect the 
social and business lives of the victims. For 
this reason, none of these injuries should be 
treated as rush jobs. Each should receive me- 
ticulous, fine attention with every effort to 
leave as inconspicuous a scar as possible. The 
reputation of the entire hospital may be jeop- 
ardized by the repeated turning-out of unto- 
ward results, 

Unfortunately, some emergency rooms are 
equipped with castoff, coarse instruments. 
needles, and so on, from the main operating 
room, and no one could be expected to do fine 
surgery with such equipment. 

Facial wounds should be cleaned meticu- 
lously. the edges trimmed and the lower layers 
of skin brought together with tension sutures 
of nylon, silk, etc. before any attempt is made 
to close the surface. We feel that the surface 
is better closed with subcuticular sutures. In 
any event there are certain “don’ts” that apply 
to any such surgery: Don’t use skin clips: 
don’t use heavy silk or catgut sutures; don’t 
leave overhanging skin edges or rough wounds 
(figure 7). 

Stitches placed at some distance laterally 
from a wound, using coarse needles, leave a 
very noticeable scar and make repair extreme- 
ly difficult. One must excise widely to elimi- 
nate all the stitch marks together with the old 
wound. If skin clips have been used in a wound 
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FIGURE 7. Wounds should 
be meticulously cleaned 
and débrided. Closure is 
effected by deep sutures 
(fine nylon, silk, ete.) 
and careful surface clo- 
sure by a running sub- 
cuticular suture. 


Skin edges 


small hook 


and we see the patient soon afterward, we re- 
move the clips immediately, trim the edges 
and close the wound with subcuticular sutures. 
Many persons have conspicuous scars which 
are a source of great embarrassment and an 
economic handicap, but which can be removed 
and the wound resutured with subcuticular 
sutures, leaving the patient in a much better 
condition than formerly. When there are two 
parallel wounds reasonably close together, it is 
our usual practice to excise both these lines 
and, if possible, resuture them into a single 
sear (figure 8a and b). 

We feel insurance companies do an injus- 
tice to persons who are mutilated in automo- 
hile accidents by terming any reconstructive 
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Slight eversion 


Knot in 


handled with 


Conjunctival 
needle 


Braided white silk or 
nylon 


A> Wound closed with small 
buried sutures (If placed 
vertically the knot is tied 


in the bottom of wound) 


Single filament nylon 
or horsehair Y 


Skin approximation with 
subcuticular sutures which 
cannot leave stitch marks 
(removed in 8 to 14 days) 


surgery “cosmetic surgery.” thus eliminating 
all benefits. These persons may be left with 
scarred faces which prevent their resuming 
their former employment, and to us it is just as 
essential that corrective measures be taken in 
their cases as it is to repair a hernia in a man 
who is applying for work in a factory. 
Crushing injuries of the facial bones occur 
commonly in automobile accidents, and prob- 
ably nasal fractures are as common as any. 
Conspicuous nasal deformities are a great so- 
cial and business handicap, but now they can 
be corrected quite successfully by plastic pro- 
cedures. Many deviated noses can be held in 
place by the introduction of a Kirschner wire 
supported from the maxilla and united by a 
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FIGURE 8a (left) and b 
(right). Conspicuous and 
embarrassing scars can be 
removed and the wound 
resutured by subcuticular 
methods to leave a much 
more desirable result. 


special lock nut (figure 9a, b and c). Carti- 
lage or bone transplants can be used to build 
up saddle nose deformities, which occasional- 
ly result from crushing injuries: an example 
is that sustained when a child strikes his nose 
on the radio knob of an automobile dashboard. 


Farm Injuries 


It is a well-known fact that the farm is not 


Many 


the safest place to live. by any means. 


fatalities occur each year from farm accidents. 
and numerous other persons receive serious 
injuries. One of the most typical of farm in- 
juries is the corn-picker hand, sustained in an 
attempt to dislodge some obstruction in the 
machine while it is still in operation. The fin- 
gers are often amputated, and in some in- 
stances the skin of the hand is completely 
avulsed. In one such case the skin was re- 
placed in toto over the denuded hand, and six 


FIGURE Ya, b and (left 
to right). Many deviated 
and deformed noses can 
be held in place after 
correction by the intro 
duction of a Kirschner 
wire supported from the 
maxilla and frontal bones 
and united by a special 
lock nut. 
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FIGURE 10a (top) and b (bottom). Industrial and 
farm accidents often result in loss of skin from 
one or both sides of the hand. Immediate crea- 
tion of a clean, healed surface by split-skin grafts 
aids greatly in the ultimate result, whether or 
not secondary reparative procedures are required. 


FIGURE 11. Dermabrasion for 
many types of disfiguring scars 
can be carried out with several 
types of mechanically driven cyl- 
inders. Insert shows use on the 


cheek. 
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days later, when we first saw the patient, the 
skin was completely necrotic. It might be fea- 
sible under such conditions to split the skin 
and use it as a graft at once, but probably it 
might be just as feasible to use a dermatome 
graft or, even better, to bury the stump in a 
pedicle from the abdomen. We removed the 
necrotic skin and treated the wound for a few 
days with wet dressings. Then we applied a 
Thiersch graft over the entire hand. We in- 
formed the patient that he should not consider 
the result a final one, that he should have a 
pedicle graft over the ends of his fingers. At 
present, several years later, the stumps of his 
fingers are well covered but the bones almost 
protrude through the graft and give him some 
difficulty. He works, however, with mittens 
and still has not submitted to the resurfacing 
which he should have. 


Industrial Injuries 


In industrial accidents there is often loss of 
skin on one or both sides of the hand—e.g.. 
when the hand is pulled into rollers. One 
should apply a rather thick dermatome graft 
to such a wound as early as possible. If ten- 
dons are exposed, a pedicle graft should be 
employed so that tendon surgery can be done 
later if necessary (figure 10a and b). 

Explosions account for many burned hands. 
The scarring resulting from such accidents can 
be greatly minimized by removing the scar 
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FIGURE 12a (top) and b (bottom). When buccal and 
other carcinomas are removed, large defects often result. 
which require lining and covering. 
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tissue and skin entirely down to the tendons 
and resurfacing with dermatome grafts. leav- 
ing a pliable, useful hand. 

Chemical explosions and mining explosions 
often blast particles into the skin, leaving a 
conspicuous tattooing. Sandpaper surgery or 
dermabrasion is by far the best treatment for 
this condition. We use two or three types 
of mechanically driven sandpaper cylinders 
which, when handled properly, can remove 
such pigment material in one or two sandings. 
The same equipment is used for sanding the 
faces of persons with acne or smallpox scars. 
One sanding often will not suffice, and some- 
times two or three additional sandings may be 
necessary if the pits are very deep (figure 11). 


Defects Following Treatment 
of Malignancies 


Repair of defects which are left after treat- 
ment of facial malignancies often calls for 
extensive plastic procedures. Forehead skin 
matches the facial skin beautifully, and is an 
excellent source of material for such repair in 
women. Subsequently such patients can change 
their hair style to cover the scarring which 
results. In bringing down a forehead pedicle 
we prefer to delay the pedicle and insert under 
it a skin graft to line the underside of the 
pedicle and also the forehead. When the pedi- 
cle is then brought to the face, the forehead 
is left with a rather clean wound and the un- 
derside of the pedicle is also clean, and it is 
unnecessary to tube such a flap. After about 
two to three weeks the pedicle is detached and 
returned to the forehead, following the re- 
moval of the skin graft from the underside of 
the pedicle and from the portion of the fore- 
head to be covered by the remaining flap. 

In men the situation differs somewhat be- 
cause a forehead pedicle always leaves a rather 
conspicuous defect when covered by a graft 
from some other part of the body. For this 
reason we prefer not to use forehead flaps in 
male patients. We use a tube pedicle across or 
diagonally up the neck to pick up skin behind 
the ear, which matches the face very well. 

Removal of cheek carcinomas often pro- 
duces a large defect which requires a cover- 
ing and lining. A very useful flap in such in- 
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FIGURE 13a, b and ¢ ‘left to right). Facial asymmetry and danger to the eye from seventh nerve paralysis can be 
greatly improved by: (1) fascial slings; (2) excision of skin areas to tighten, elevate and give expression lines; (3) 
canthoplasty: (4) MeLaughlin’s three-snip operation to improve epiphora. 


stances is a tube pedicle extending over the 
shoulder which can be readily brought to the 
mouth to cover the defect (figure 12a and b). 


Facial Paralysis 


Sometimes the removal of parotid tumors 
or other lesions brings on a facial paralysis 
(figure 13a), a very noticeable deformity 
causing much unhappiness. Numerous opera- 
tions have been devised to help restore these 
faces to normal appearance and even to give 
some animation to them. McLaughlin of Eng- 
land and others have suggested giving them 
a static support by passing a strip of fascia 
lata through a hole drilled in the malar bone 
and down to fascia lata strips which are placed 
around the affected half of the lip (figure 13b). 
Some degree of animation also may be secured 
by exposing and severing the coronoid proc- 
ess, drilling a hole in it and passing another 
fascial strip down through the cheek to the 
corner of the mouth. Owens and others have 
suggested using strips of masseter muscle at- 
tached to the corner of the mouth. The old 
Blair operation in which fascia lata strips are 
passed up into the temporal muscle also is 
useful, 
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Several other smaller procedures can add 
greatly to the comfort of these patients with 
facial paralysis. Excising an ellipse of skin 
over the eyebrow and suturing this defect with 
subcuticular sutures will produce very little 
scarring and will elevate the sagging brow. 
Excising an excess amount of skin from the 
upper lid also is helpful. 

One of the simplest yet most effective means 
of giving such patients relief from the epipho- 
ra which usually accompanies facial paralysis 
is McLaughlin’s three-snip operation. The 
canaliculus is enlarged into a trough which 
carries off the tears much more readily and 
eliminates the constant wiping which is such 
a nuisance (figure 13c). 

The ordinary face-lift incision combined 
with the procedures already mentioned also 
is valuable in taking up the slack from the 
affected side of the face. 

In this day and age there are many women 
in the business world who feel they must keep 
active to support their families or themselves. 
They do not wish to depend on their children. 
their relatives or the government, and any- 
thing we can do to help them be self-support- 
ing is, I think, well worthwhile. Face lifting 
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FIGURE 14a (top) and b (bottom). Face-lift surgery for 
women engaged in business can subtract many years 
from their appearance and help them to remain self- 
supporting many years longer. 
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can subtract many years from their appear- 
ance (figure 14a and b). 


Relaxation of Breast Skin 


In young girls the skin of the breast with 
its suspensory ligament often relaxes due to 
an abnormal overgrowth of breast tissue. In 
older women the same result may follow the 
nursing of several children or the mere loss 
of a lot of weight. These women often com- 
plain of backache, discomfort caused by their 
brassiére straps cutting into their shoulders, 
and, most important to them, their inability 
to find clothes to fit them without considerable 
alteration. 

To correct the condition in younger girls. 
and some adult women, the nipple and areola 
are left attached to the breast tissue, the excess 
breast tissue is removed, and the areola and 
remaining breast are advanced upward to a 
normal position. The wounds are closed in a 
vertical line below the areola and a horizontal 
or curved incision at the attachment to the 
breast below. 

A method of outlining skin flaps in breast 
plastics has been a subject of much contro- 
versy for many years. Recently, Dr. Wise of 
Houston has studied this subject extensively. 
With the aid of brassiére manufacturers he 
has made patterns of the amount of skin nec- 
essary to cover the A, B and C cups and ap- 
plied this knowledge in this intricate matter 
of breast plastics. Plastic rings were first made 
for the right and left breasts in three differ- 
ent sizes. Then a latex pattern of the amount 
of skin necessary to cover the desired size of 
breast was formed. One of the plastic rings is 
placed around the breast and the latex pattern 
fastened to it. The outline of the pattern is 
marked with indelible pencil, denoting the 
amount of skin to be excised. The areola is 
circumscribed and the excess skin removed as 
per the pattern. The surrounding skin is under- 
cut almost down to the chest wall so that it 
will accommodate the plastic cage which is 
placed over the breast tissue. The areola is 
sutured to the top ring at four places on the 
quadrant, and the excess breast tissue is pulled 
through one or more windows in the plastic 
cage and excised. The case is removed and the 
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breast incisions are closed with interrupted 
catgut sutures. The skin flaps are draped 
around the newly formed breast, and_ the 
areola is sutured with interrupted sutures and 
the skin with subcuticular sutures. 


FIGURE |6a (left) and b (right). Traumatic or congenital nasal deformities can be pleasingly corrected by rhinoplasty. 
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FIGURE 15. Very large, hy- 
pertrophied breasts are best 
amputated and the areolae 
and nipples free-grafted. 


It would seem that this method will shorten 
the operative procedure greatly and allow 
much more accurate planning of these flaps. 

In very large, hypertrophied breasts it often 
seems best to amputate the lower half of the 
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FIGURE 14a (top) and b (bottom). Face-lift surgery for 
women engaged in business can subtract many years 
from their appearance and help them to remain self- 
supporting many years longer. 
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can subtract many years from their appear- 
ance (figure 14a and b). 


Relaxation of Breast Skin 


In young girls the skin of the breast with 
its suspensory ligament often relaxes due to 
an abnormal overgrowth of breast tissue. In 
older women the same result may follow the 
nursing of several children or the mere loss 
of a lot of weight. These women often com- 
plain of backache, discomfort caused by their 
brassiére straps cutting into their shoulders. 
and, most important to them, their inability 
to find clothes to fit them without considerable 
alteration. 

To correct the condition in younger girls. 
and some adult women, the nipple and areola 
are left attached to the breast tissue, the excess 
breast tissue is removed, and the areola and 
remaining breast are advanced upward to a 
normal position. The wounds are closed in a 
vertical line below the areola and a horizontal 
or curved incision at the attachment to the 
breast below. 

A method of outlining skin flaps in breast 
plastics has been a subject of much contro- 
versy for many years. Recently, Dr. Wise of 
Houston has studied this subject extensively. 
With the aid of brassiére manufacturers he 
has made patterns of the amount of skin nec- 
essary to cover the A, B and C cups and ap- 
plied this knowledge in this intricate matter 
of breast plastics. Plastic rings were first made 
for the right and left breasts in three differ- 
ent sizes. Then a latex pattern of the amount 
of skin necessary to cover the desired size of 
breast was formed. One of the plastic rings is 
placed around the breast and the latex pattern 
fastened to it. The outline of the pattern is 
marked with indelible pencil, denoting the 
amount of skin to be excised. The areola is 
circumscribed and the excess skin removed as 
per the pattern. The surrounding skin is under- 
cut almost down to the chest wall so that it 
will accommodate the plastic cage which is 
placed over the breast tissue. The areola is 
sutured to the top ring at four places on the 
quadrant, and the excess breast tissue is pulled 
through one or more windows in the plastic 
cage and excised. The case is removed and the 
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FIGURE 15. Very large, hy- 
pertrophied breasts are best 
amputated and the areolae 
and nipples free-grafted. 


breast incisions are closed with interrupted It would seem that this method will shorten 
catgut sutures. The skin flaps are draped the operative procedure greatly and allow 
around the newly formed breast, and the — much more accurate planning of these flaps. 

areola is sutured with interrupted sutures and In very large, hypertrophied breasts it often 
the skin with subcuticular sutures. seems best to amputate the lower half of the 


FIGURE 16a (left) and b (right). Traumatic or congenital nasal deformities can be pleasingly corrected by rhinoplasty. 


March 1957 247 


4 
; 
— = 
a j 
xg 
— 
‘ 
4 Py 
ot 


breast, reshape the upper half into a mass 
simulating the breast, and then transfer the 
nipple and areola as a free graft to an ap- 
propriate position on the newly formed breast 
(figure 15). There is probably no more grate- 
ful group of patients following surgery than 
those who have had such breast deformities 
corrected. 


Nasal Deformities 


A great many people today seek corrective 
surgery for nasal deformities, both to relieve 
their minds of the constant worry about this 
condition and to improve their appearance. 

We now have an instrument—a profilome- 
ter—with which we can measure the amount 
of deviation of the nasal bridge and also the 
angle of the tip of the nose. We set the pro- 
filometer at “normal” and place it over the 
patient’s nose, and by using two mirrors the 
patient can visualize quite well the proposed 
change. The instrument is also used at opera- 
tion; from time to time as the nose is cut 
down to form, the instrument is fitted on to 
check the correction. 

Athletic injuries account for many of the 


nasal deformities seen in men. Often, they 
regard them as a business handicap and so 
they seek correction, usually consisting of 
lowering the nasal bridge, shortening and nar- 
rowing the tip, and narrowing the entire nose 
(figure 16a and b). Women also give a his- 
tory of childhood accidents, automobile acci- 
dents or other injuries to which they attribute 
their deformity, but many of them probably 
have just a family trait or racial characteristic. 

These corrections can be made at any age, 
but in my opinion they should be done at high 
school age so that the patients can enjoy a 
normal, happy high school and college life 
and improve their chances for matrimony and 
business success. One 12 year old girl actually 
threatened to commit suicide because of her 
nasal deformity and the ridicule she suffered 
from her schoolmates. 

We have mentioned only a few of the many 
deformities that we feel can be benefited by 
plastic procedures. Through the improvement 
of function and the lessening of deformities, 
these patients are better able to compete in the 
social and business world and have a more 
rightful chance in their “pursuit of happiness.” 


MIE Postgraduate Courses 


Banamas Mepicat Conrerence, Nassau: April 23-30 at 
Princess Margaret Hospital and British Colonial Hotel. 
For further information, write to Dr. B. L. Frank, P.O. 
Box 148, British Colonial Hotel, Nassau, Bahamas. 


INTERNATIONAL ACADEMY OF ProctoLocy, NEw York: 
Ninth annual convention, April 29-May 2, at The Plaza 
Hotel. For further information, write to Dr. Alfred J. 
Cantor, Secretary, International Academy of Proctology, 
147-41 Sanford Avenue, Flushing 55, Long Island, New 
York. 


New York University Post-Grapuate MepicaL SCHOOL, 
New York: Postgraduate review courses for general 
physicians and internists: 
Electrocardiography, March 18-22. 
Refresher course in allergic conditions, March 25-27. 
Orthopedic aspects of the treatment of rheumatic dis- 
orders, Thursdays, March 19-April 2. 

Clinical cardiology, Thursdays, April 11-May 23. 
Diagnosis and treatment of heart disease, May 6-24. 
For further information, write to the Dean, Post-Gradu- 

ate Medical School, 550 First Avenue, New York 16. 


THe CHILpreN’s HospitaL OF PHILADELPHIA, PHILADEL- 
pHIA: Refresher courses in May and June, 1957: 
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Pediatric advances for pediatricians and general practi- 
tioners, May 27-31. Conducted by the staff of the Chil- 
dren’s Hospital in collaboration with the Department of 
Pediatrics of the University of Pennsylvania and_ the 
staff of the Camden Municipal Hospital. 

Practical pediatric hematology, June 3-5. Conducted by 
Dr. Irving J. Wolman and other members of the Hema- 
tology Department of the Children’s Hospital, under the 
auspices of the Graduate School of Medicine, University 


‘of Pennsylvania. 


Blood group incompatibilities and erythroblastosis fe- 
talis, June 6-7. Conducted by Drs. Neva Abelson and 
Thomas R. Boggs. Jr. of the Philadelphia Serum Ex- 
change of the Children’s Hospital, under the auspices of 
the Graduate School of Medicine, University of Penn- 
sylvania. For additional information, write to Dr. Irving 
J. Wolman, Children’s Hospital of Philadelphia, 1740 
Bainbridge Street, Philadelphia 46. 


Emory University ScHoot oF Mepicine, ATLANTA: 
Postgraduate courses, 1957: 

Electrolytes, March 

Common diseases of the blood, May 
Each session will be two days. For further information, 
write to Postgraduate Teaching Program, Emory Univer- 
sity School of Medicine, Emory University, Georgia. 
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Red Cell Survival Studies 


in the Management of 


Hematologic Problems 


G. MALCOLM BROW N* 


Queen's University. Kingston, Ontario 


Ir is now 37 years 
since Winnifred Ash- 
published the re- 
sults of experiments 
which demonstrated 
the prolonged survival 
of red blood cells fol- 
lowing transfusion. 
These experiments em- 
ployed a technic which, 
though now much _ G. MALCOLM BROWN 
modified, still bears 

her name. It involves the transfusion of sero- 
logically compatible but serologically identi- 
fiable blood and the enumeration of surviving 
red cells after differential agglutination. She 
did not exploit the method as a tool for in- 
vestigating the mechanism of anemias. In fact. 
the technic lay pretty well unused until World 


*D. Phil. (oxon.), M.R.C.P. (London), F.R.C.P. (Canada), F.A.C.P.; 
Professor of Medicine, Queen’s University, Kingston, Ontario, Canada. 
Presented before the forty-first annual Assembly of the Interstate 
Postgra!ate Medical Association at Cleveland. 
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War II brought the need to study methods of 
storing blood. Then, Mollison and Young,** 
who were working in one of the London blood 
depots, revived it and used it extensively in a 
study of various methods of blood storage. 

Until recently, study of blood storage meth- 
ods remained the chief application of the tech- 
nic, but Mollison was quick to see that he had 
a tool which would be useful in the study of 
the mechanism of various anemias. Together 
with Dacie, he soon reported on the survival 
of transfused blood in cases of congenital 
hemolytic anemia, acquired hemolytic anemia 
and nocturnal hemoglobinuria.” 

In 1941 a group at Oxford began studying 
a wide variety of conditions, and in 1944 their 
published report® showed not only the pres- 
ence of a formerly unsuspected hemolytic fac- 
tor in the pathogenesis of certain anemias but 
also that the Ashby technic could provide evi- 
dence of the type of hemolysis which was tak- 
ing place. One type of abnormal hemolysis 
was called the linear hemolytic mechanism 
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RED CELL SURVIVAL 
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FIGURE 1. Red cell survival (Cr™ 
method) and surface counts in a 
- Spleen case of auto-immune hemolytic 
anemia treated with prednisone. 


and the other the exponential hemolytic mech- 
anism, and it was possible to estimate how 
much of the transfused blood each mechanism 
had destroyed. Since then, a number of other 
reports have appeared which have provided 
additional data obtained by the Ashby tech- 
nic in various conditions. Though other tech- 
nics are now in use, the Ashby method re- 
mains, to some extent, the basis of reference 
with which others are compared. 

Newer technics of measuring red cell sur- 
vival have employed isotopes. One method, 
which labeled red cells with a heavy isotope 
of nitrogen, provided early confirmatory evi- 
dence that the life span of the red cell aver- 
aged about 120 days.’ This method, however, 
involved the use of a mass spectrometer, an 
expensive, complicated instrument. The use of 
radioiron was also explored. This is a most 
valuable tool in studying the rate of red cell 
formation, but because the iron is reutilized 
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by the red cells it is not of much use in meas- 
uring the rate of their destruction except under 
special conditions. 

Recently, Necheles, Weinstein and LeRoy*” 
labeled red cells in vitro with radioactive sodi- 
um chromate, and a method had been found 
which was relatively simple, not too laborious. 
and possible of wide application. It is their 


contribution which has led to renewed inter- 


est in the field, and radiochromium-tagged 
cells, from either a patient or a normal donor, 
have become the basis of the numerous studies 
now being made. The Ashby technic, however. 
while admittedly cumbersome for routine clini- 
cal work, remains a means of checking results 
which are difficult of interpretation. 

It is one thing to prove that hemolysis is 
going on but it is another to know where it is 
going on. However, it is possible now to deter- 
mine the major site of blood destruction. By 
surface counting over the spleen, liver and 
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lung, after the injection of Cr’!-labeled cells, 
one can assess the role of the spleen in hemol- 
ysis in an individual case, and this may aid 
greatly in deciding whether splenectomy 
should be part of the treatment. 


Type Results in Survival Studies 


Normal—In a normal subject given normal 
red cells, the transfused cells are destroyed 
about 120 days after the date of their origin, 
so that when the Ashby method is used the 
plotted observations of the cells surviving on 
given days after the transfusion fall on a 
straight line which intersects the base at about 
120 days. With the Cr°' method all radio- 
activity has disappeared from the blood in 80 
days and the plotted line is slightly curved. 
Surface counting over the spleen shows a mod- 
erate increase in radioactivity in this region 
for three to five days but it is of approximately 
the same intensity as that seen over the liver. 

Abnormal survival curves—Two types of 
abnormal survival curves are seen. In the first, 
the survival curve remains straight but it inter- 
sects the base at some point short of 120 days 
(or 80 days). This type of curve indicates in- 
creased activity of the linear hemolytic mech- 
anism. In the second type the survival curve 
shows considerable curvature and the total 
survival time is almost always greatly short- 
ened so that the entire mass of labeled cells 
has disappeared in very much less than 120 
days (or 80 days). When this type of curve is 
seen, there is increased activity of the expo- 
nential hemolytic mechanism and usually it 
can be shown that there is also increased ac- 
tivity of the linear hemolytic mechanism. 

Abnormal surface counts—When blood de- 
struction is abnormally rapid and the spleen 
is playing a role in the excessive hemolysis, 
the counts over the spleen immediately in- 
crease rapidly and may reach a level two to 
three times that found over the liver or lung. 
When the spleen does not have a predominant 
role the counts will be high over the pulmo- 
nary, hepatic and splenic regions, but will not 
be disproportionately high over the spleen. 


Clinical Results 


Auto-immune body hemolytic anemia—The 
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findings in this condition can be illustrated by 
the case of a 66 year old woman with chronic 
hemolytic anemia, splenomegaly, a positive 
Coombs test, and a history of transfusion about 
a year previously (figure 1). As is usual in 
this condition, red cell survival was greatly 
diminished due largely to an exponential 
hemolytic mechanism, and almost 80 per cent 
of the cells were destroyed in 10 days. The 
surface counts showed a great uptake by the 
spleen. Steroid therapy had a prompt effect 
on the anemia in this patient and so far she 
has been controlled in this way. 

Splenic anemia—Excessive hemolysis does 
not explain completely the anemia of hyper- 
splenia, though its role in the pathogenesis of 
the anemia is best known and excessive hemol- 
ysis is the factor which is most easily studied. 
The survival curve usually shows evidence of 
an exponential mechanism but the slope of 
the curve is not as steep as in the average case 
of immune body hemolytic anemia. This is il- 
lustrated by the case of a 61 year old man 
with a long history of rheumatoid arthritis, 
severe normocytic anemia and splenomegaly 
in whom the half-life of the transfusion was 
16 days and it had entirely disappeared with- 
in 65 days. 

In some cases of rheumatoid arthritis, 
portal hypertension, sarcoidosis, chronic lym- 
phatic leukemia, multiple myeloma and Hodg- 
kin’s disease, the correction of a severe ane- 
mia by splenectomy may contribute greatly to 
the total management of the case. At present 
these cases are best identified by red cell sur- 
vival studies. In progressive or malignant dis- 
eases such as lymphatic leukemia or myeloma, 
splenectomy is, of course, to be considered 
only when a hemolytic anemia is severe enough 
in its own right to disable a patient and the 
status of the underlying disease is such that 
an important period of reasonable health will 
ensue if the anemia is corrected. In some cases 
steroid therapy will correct the anemia. and 
this, of course, is to be tried before one con- 
siders surgery. Two cases will illustrate the 
problem. 

In a case of long-standing chronic lym- 
phatic leukemia with gross splenomegaly. the 
rate of red cell destruction was more than 
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twice normal but the patient’s condition clear- 
ly did not justify any procedure directed at 
his anemia alone except for transfusion (fig- 


ure 2). In a case of multiple myeloma the 
whole therapeutic picture was transformed for 
a time by splenectomy (figure 3). This was a 
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FIGURE 3. Red cell survival (Ashby method) in severe hemolytic anemia in myeloma. 
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FIGURE 4, Nearly nor- 
mal red cell survival 
(Ashby method) in 
myelofibrosis. 
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54 year old man with histologically proved 
myeloma in whom the need for transfusion 
was so great that simply to keep him free of 
dyspnea and angina at rest it was necessary 
to give him about a unit of blood every two 

days. With this extremely severe hemolytic 
7 ' anemia, he had severe leukopenia and had had 
recurrent infection. Survival studies showed 
that steroid therapy did not materially alter 
the picture. A large spleen was then removed 
with correction of the anemia and the leuko- 
penia, and he remained in reasonable health 
for 30 months. 

Myelofibrosis; myeloid hyperplasia—In this 
group of conditions, which are more common 
than often realized, the place of splenectomy 
has long been controversial. In some cases im- 
provement has followed splenectomy, and in 
others the operation has led to catastrophic 
worsening. With modern technics for study- 
ing hemokinetics it should be possible to re- 
solve this controversy by providing evidence 
on which to base a sound selection of cases for 
splenectomy. Only in some cases is there an 
important hemolytic component to the ane- 
mia, and these are definitely identifiable by 
red cell survival studies. 

In the patient with myelofibrosis whose sur- 
vival curve is shown in figure 4 there was evi- 
dence of such slight increase in hemolysis that 
her anemia was clearly due to impaired eryth- 
ropoiesis. In another patient (figure 5) with 
similar bone marrow histology and a spleen 
about the same size, hemolysis was such that 
the half-life of the transfusion was 14 rather 
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than the normal 37 to 40 days, and surface 
counting showed that the spleen was the pre- 
dominant site of blood destruction. Here was 
evidence of a splenic hemolytic mechanism of 
important degree, and its correction obviously 
would benefit the patient. So far this particu- 
lar case has been controlled with steroid ther- 
apy, and splenectomy has been unnecessary. 
Similar findings may occur in myeloid hy- 
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FIGURE 5. Decreased red cell survival (Cr method) and 
increased splenic activity in myelofibrosis. 


100+ 
$ ~ 
3 
| Days 
j 4 
Per cent 
Survival 
Red Cells 
5 10 
253 


Per cent 


Survival 
Red Cells 40- 


20- 
0-7 
0 20 40 60 


FIGURE 6. Normal red 
cell survival (Ashby 
method) in myeloid 
hyperplasia. 
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FIGURE 7. Decreased 
red cell survival (Ash- 
by method), failure of 
cortisone therapy, and 
good effect of splenec- 
tomy in myeloid hyper- 
plasia. 


perplasia. In a 74 year old woman, red cell 
survival was essentially normal (figure 6). In 
another patient with very similar clinical pic- 
ture and identical bone marrow studies, severe 
hemolysis was present which was uncontrolled 
by cortisone but was relieved by splenectomy 
(figure 7). Whenever, in this group of cases, 
splenectomy is feared because of possible im- 
portant erythropoiesis in the spleen, a study 
of blood formation and its site by means of 
radioiron will settle the problem beyond doubt. 

Congenital spherocytosis—When the diag- 
nosis of congenital spherocytosis is not clear 
because there is no family history or definite 
abnormality of osmotic fragility, help can be 
obtained by demonstrating that cells from a 
normal donor survive a normal length of time 
in the patient at the same time that he is mani- 
festing the usual signs of hemolytic anemia, 
bilirubinemia and reticulocytosis. This com- 
bination of circumstances is also seen in sickle 
cell anemia and paroxysmal nocturnal hemo- 
globinuria, conditions easily identified by 
simple tests. 


Summary 


There are now available relatively simple 
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methods to detect excessive hemolysis, even 
when the usual indexes (hyperbilirubinemia 
and reticulocytosis ) are absent, and to measure 
its rate. Surface counting after the injection of 
Cr°' will determine the site of hemolysis and 
the role of the spleen. These new technics 
which permit us to follow hemodynamic proc- 
esses in a very precise way have an important 
place in diagnosis and therapy. 
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A New Antibiotic Combination 


for Topical Use in Surgery 
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Loca antibacterial 
prophylaxis and_ther- 
apy have received re- 
newed attention in re- 
cent years, especially 
since the introduction 
of several effective, rel- 
atively nontoxic and 
nonsensitizing antibiot- 
ics. This is a field of 
application of the anti- 
biotics that has not un- 
dergone as extended, definitive study or gained 
as wide general acceptance as has their sys- 
temic administration. 

We undertook a study to determine whether 
or not the proper administration of antibiotics 
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locally can materially reduce the incidence of 
wound complications, and to demonstrate the 
correct use of suitable dosage forms in surgi- 
cal practice. A series of 200 surgical cases 
forms the basis for this preliminary report. 
As Meleney' stated, “There should be no 
conflict of philosophies in connection with the 
treatment of surgical infections. Local treat- 
ment with antibiotics is indicated when it can 
be administered and when the disease is pri- 
marily local, and the antibiotics should be 
given systemically in the early stages of the 
infection before breakdown has occurred. 
They should be given systemically in addition 
to the local use when there are systemic mani- 
festations beyond the local area involved.” 
Perhaps the most definitive studies in re- 
gard to the need for topical antibacterial pro- 
phylaxis and therapy are those of Jackson, 
Lowbury and Topley.” who showed that suit- 
able topical antibiotic therapy in burn cases 
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results in (1) a significantly higher propor- 
tion of skin graft “takes” and (2) a decreased 
average healing time. Their investigations also 
indicated that persistent localized infection 
may become invasive and contribute to a fatal 
outcome. Further work by these authors® in 
cases of burns has demonstrated the desirabil- 
ity of broad-spectrum antibiotic therapy to 
control the several types of organisms shown 
to be pathogenic on wounds. 

In our study we employed a combination 
of tetracycline (ACHROMYCIN®) and neomycin 
in various dosage forms. We found that this 
combination is safe and effective clinically for 
local antibiotic prophylaxis and therapy in 
surgical practice. 


Materials Used 


The combination of tetracycline and neo- 
mycin chosen for our study is eminently safe 
for topical use and possesses the necessary sta- 
bility and compatibility. Tetracycline exhibits 
an antibacterial spectrum* similar to although 
not identical with that of chlortetracycline, be- 
ing highly active against a wide range of both 
gram-positive and gram-negative bacteria. It 
is not especially active against some strains of 
Pseudomonas aeruginosa which are often 
found in necrotic wounds, but neomycin is 
highly effective against this organism. Neo- 
mycin is also active against acid-fast bacteria. 
It is not highly active against clostridia, 
Escherichia coli, Hemophilus influenzae, Neis- 
seria, Salmonella and streptococci, but tetra- 
cycline combats these organisms effectively. 
Further, there appears to be a synergism be- 
tween tetracycline and neomycin’ against at 
least certain strains of staphylococci. 

Resistance does not develop rapidly to either 
tetracycline or neomycin, as it does to strep- 
tomycin. Neomycin is not widely used sys- 
temically, and therefore there would be a rela- 
tively low prevalence of organisms which are 
resistant to it. 

Some workers have suggested that bac- 
tericidal rather than bacteriostatic agents 
should be used topically. We do not know of 
any clinical evidence to support this view. Al- 
though neomycin is bactericidal, tetracycline 
usually exhibits bacteriostasis; yet, at high 
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concentration levels the latter is also bacteri- 
cidal. In topical use the local concentration 
levels can be very high, so that in the final 
analysis the clinical effectiveness should be 
the deciding factor. 

Tetracycline is relatively safe from the 
standpoint of toxicity. While neomycin can- 
not be employed generally for systemic ad- 
ministration except in oral form to sterilize 
the intestine, it can be used with assurance 
topically, and there is a considerable back- 
ground of favorable experience to support 
such use.°* Bacterial enzymes or the presence 
of serum proteins does not destroy antibac- 
terial activity of tetracycline and neomycin. 

The following is a detailed description of 
the dosage forms that we utilized in our study. 

1. Ointment dressing (8 by 12 in.)—The 
nonadherent dressing is a mixture of anhy- 
drous cholesterol esters, bland hydrocarbon 
oils and waxes, including a higher melting 
wax, combined in a homogenized emulsion 
with a dispersing agent. The composition has 
a melting point of about 42° C. The base con- 
tains 1 per cent tetracycline hydrochloride 
and 1 per cent neomycin active base as sul- 
fate. The base is impregnated into 44 by 36 
mesh surgical gauze at the rate of 8 to 14 gm. 
per 8 by 12 in. dressing. The dressing is non- 
adherent and provides adequate, prolonged 
release of the antibiotics as it contacts the 
moist areas of the wound where infection may 
be present, but it does not give the rapid 
release characteristic of a soluble base, with 
which there is a tendency for irritation and 
early loss of effectiveness. 

2. Powder—The powder is a micropulver- 
ized beta-lactose base containing 2.5 per cent 
micropulverized tetracycline hydrochloride 
and 2.5 per cent micropulverized neomycin 
active base as sulfate. 

3. Dry gauze pack (1 by 36 in.)—The dry 
packing is double selvage edge 44 by 36 mesh 
surgical gauze impregnated with a stable mix- 
ture of about 0.2 per cent tetracycline hydro- 
chloride and 0.2 per cent neomycin active base 
as sulfate per gram. 

4. Ointment pack (2 by 108 in.)—The 
ointment pack is identical to the ointment 
dressing except for its size, which adapts it for 
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use as a packing in body cavities such as the 
nose, rectum and vagina. 

5. Ointment dressing spray (aerosol bomb ) 
—-The ointment dressing spray consists of the 
nonadherent dressing ointment homogenized 
into a FREON® propellant so that it can be 
discharged from the aerosol bomb directly 
onto the wound and then covered with ordi- 
nary surgical gauze, thus providing a univer- 
sal dosage form of dressing for surface wounds. 


Indications for Various Dosage Forms 


For routine prophylaxis following various 
abdominal and minor surgical procedures, 
both the powder and the ointment dressing 
were employed. A light “frosting” of powder 
was sprinkled into the subcutaneous fatty lay- 
er and over the wound after approximation of 
the edges. In some cases one layer of oint- 
ment dressing was applied after skin suture 
as the first layer of the dressing. The inci- 
dence of serious complications and of the com- 
mon, annoying “superficial stitch abscess” was 
decreased markedly even when sutures were 
left in place for as long as 10 days, in certain 
instances. 

In more serious wound infections, either 
the powder may be dusted into the depths of 
the wound cavity after incision and drainage. 
or the dry gauze pack may be inserted loosely 
into the wound depths, serving also as a drain. 

For treatment of localized peritonitis or ab- 
scess formation the powder was applied as a 
fine dust to the involved area after the indi- 
cated surgical procedure. Similar use of the 
powder at the site of intestinal anastomoses 
achieves a decided advantage in further pro- 
tection of the suture line in case of minimal 
leakage. Its actual application would seem to 
be indicated after surgery for perforative 
lesions of the appendix, peptic ulcer, diver- 
ticula and neoplastic perforations. 

In the local management of burn wounds, 
both the ointment dressing (employed with 
the “closed method”) and the spray were used 
to advantage, and were equally effective. We 
did not observe any instances of bacterial con- 
version of second degree burns to third degree 
burns, and secondarily infected burns rapidly 
came under control. 
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Results 


Included in this series were 49 laparotomies, 
36 herniorrhaphies, 12 rectal operations, 47 
gynecologic procedures and 56 miscellaneous 
operations. The incidence of postoperative in- 
fection was 3 per cent (6 cases). In a control 
series of 200 corresponding cases the incidence 
of postoperative infection was 10 per cent (20 
cases ). 


Discussion 


One of the greatest advantages in the local 
use of antibiotics is that it permits control of 
even resistant localized infection by means of 
high local concentration levels of the anti- 
biotic, without side effects. 

Suitable antibiotics in proper dosage forms 
for topical use in surgery have been largely 
unavailable. The usual product is a greasy or, 
occasionally, a water-soluble ointment in a 
tube or jar—often unsterile. 

A suitable dressing for use on surface 
wounds such as burns, skin-graft donor and 
recipient areas, abrasions and ulcers must be 
nonadherent, to avoid damage to the healing 
wound when it is removed. A nonadherent 
dressing also is more comfortable for the pa- 
tient. An agent for topical use in these cases 
should be effective antibacterially, should not 
produce maceration, and should permit free 
drainage of exudate from the wound. A water- 
soluble base cannot meet the requirement of 
nonadherence. A dressing impregnated with a 
waxy material meets this requirement, but 
possibly the best solution may be a bland. 
water-insoluble but dispersible base with a 
softening point somewhat higher than normal 
body temperature. Such a dressing would be 
nonadherent and would provide prolonged re- 
lease of the antibiotic. 

A nonadherent packing is also highly de- 
sirable for use in the nose, vagina or rectum 
after surgery. For granulating wounds the 
dressing should be of sufficiently fine mesh to 
preclude growth of tissue through it. 

An absorbent packing with effective anti- 
bacterial action, such as the dry gauze pack 
used in this study, is indicated for use in deep 
wounds that are infected or potentially so, and 
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in infected areas following incision for drain- 
age where one wishes to keep the wound open 
for drainage and until infection clears. 

Finally, a nonirritating, readily absorbable 
powder is indicated for general use, e.g., in 
exposure treatment of burns, under the dress- 
ings on surface wounds of all types, in osteo- 
myelitis, in deep wounds and even in the in- 
fected or potentially infected peritoneum after 
surgery. The spray dressing has the advan- 
tage of providing a nonadherent dressing in a 
universal dosage form. 

Previous work has demonstrated that topi- 
cal use of antibiotics does not generally steri- 
lize the wound, especially a large, necrotic 
surface wound; but adequate topical antibiotic 
therapy, by controlling bacterial proliferation, 
does facilitate healing and avoid complications. 

We consider that local application of anti- 
biotics is more rational than systemic admin- 
istration in the usual “clean” surgical case, 
where the incidence of infection without the 
use of antibiotics normally is low. This low 
incidence can be reduced still further by topi- 
cal antibiotics. 


Summary 


A study of 200 surgical cases in which a 
combination of tetracycline and neomycin was 
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applied topically in dosage forms adapted for 
surgical use has shown a significant reduction 
of postoperative infection as compared with a 
control series of corresponding cases. Local 
antibacterial prophylaxis and therapy can be 
accomplished without the side effects which 
occasionally accompany systemic administra- 
tion of antibiotics. Owing to the speedy at- 
tainment of high local concentration levels 
which can be safely used in topical adminis- 
tration, effective control of localized infection 
can be achieved. 


We are indebted to Dr. David F. Smith, Danbury, 
Connecticut, for his assistance. 
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Hyperventilation Syndromes; 


Clinical and Physiologic 


Observations 
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There are two types 
of hyperventilation 
syndrome, the acute 
and the chronic. Most 
physicians are well 
aware of the acute syn- 
drome, which is char- 
acterized by dramatic 
but transitory bouts of 
hyperpnea and _classi- 
cally culminates in 
frank tetany. Our stud- 
ies over the past few years have helped us to 
recognize a chronic hyperventilation pattern 
which appears to be far more common. It 
usually presents a puzzling clinical picture 
that strongly suggests serious organic dis- 
ease.' * This chronic syndrome tends to result 
in prolonged disability. 

Hyperventilation syndromes generally have 
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a psychogenic etiology. However, they may 
result directly from organic disease such as 
affections of the central nervous system':* and 
severe febrile states’ and, by means of reflex 
sensory stimulation, may be triggered off by 
distant pathologic lesions.° Such hyperventila- 
tion syndromes usually occur as acute but 
brief episodes, whereas the psychogenic syn- 
dromes generally exhibit a more prolonged 
pattern. To complicate matters. emotionally 
engendered hyperventilation often develops 
in subjects with coexisting organic disease, 
particularly disorders of the cardiovascular 
system, over which the patients have become 
excessively apprehensive. In such situations 
the diagnostic and therapeutic problems are 
much more complex. 


Clinical Features 


Table 1 lists the prominent symptoms of 
these syndromes, arbitrarily grouped by body 
systems. 

With hyperventilation there is a rapid re- 
duction in arterial carbon dioxide tension and, 
in turn, the frequency of the brain waves de- 
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TABLE 1 


SYMPTOMATOLOGY OF HYPERVENTILATION SYNDROMES 


NEUROVASCULAR 
Central—Disturbances of consciousness 
Faintness, dizziness, unsteadiness 
Impairment of concentration and memory 
Feelings of unreality, “losing mind” 
Complete loss of consciousness (infrequent) 
Peripheral—Paresthesias 
Numbness, tingling and coldness of fingers, face 
and feet 


MUSCULOSKELETAL 
Diffuse or localized myalgia and arthralgia 


Tremors and coarse twitching movements 
Carpopedal spasm and generalized tetany (infrequent) 


RESPIRATORY 

Cough, chronic throat “tickle” 

Shortness of breath, atypical “asthma” 

Tightness in or about the chest 

Sighing respiration, excessive yawning 
CARDIOVASCULAR 

Palpitations, “skipped beats,” tachycardia 

Atypical chest pains: sharp precordial twinges, dull 

precordial or lower costal ache 
Variable features of vasomotor instability 


GASTROINTESTINAL 
Oral dryness, globus, dysphagia 
Left upper quadrant or epigastric distress 
Aerophagy, belching, bloating and flatulence 
PSYCHIC 
Variable anxiety, tension and apprehension 
Inappropriate pseudocalmness (hysterical subjects) 
GENERAL 
Easy fatigability, generalized weakness 
Irritability and chronic exhaustion 
Frightening dreams, sleep disturbances 


creases. When the rate falls below 5 per sec- 
ond, some disturbance of awareness ensues, 
ranging from mild faintness to complete loss 
of consciousness.‘ This often serves a protec- 
tive purpose, as the overbreathing then sub- 
sides and tetany is thus prevented. However, 
in so escaping the “frying pan” of acute but 
transient tetany many patients may fall into 
the “fire” of the more disabling chronic hyper- 
ventilation pattern. 

Peripheral and perioral paresthesias are a 
hallmark of this syndrome. These and the mus- 
culoskeletal manifestations probably result 
from neurovaseular and electrolyte changes 
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induced by the abrupt arterial carbon dioxide 
decline. Shifts in the plasma potassium ani 
the ionized calcium concentrations may pla) 
an important role here. For reasons not yet 
clear, but perhaps as the result of an accom- 
panying hysterical mechanism, these periph- 
eral changes occasionally are asymmetric anc 
may even be unilateral. 

Some disturbance of respiration, varying 
from mild, frequent sighing to gross over- 
breathing, usually is readily apparent to the 
observant examiner. The subjects, paradoxi- 
cally, are commonly unaware of their disor- 
dered respiration. As a result, they rarely offer 
this as a prominent symptom. Generally the 
patient first notes some difficulty with breath- 
ing during an acute exacerbation when other. 
more alarming sensations direct his attention 
to it. It seems that these patients are initially 
preoccupied with some disturbing problem 
and in this setting unconsciously begin to 
overbreathe. When their arterial carbon diox- 
ide tension falls sufficiently, various disturb- 
ing symptoms develop and intrude into their 
conscious awareness, whereupon they become 
frightened and begin to breathe even more 
vigorously. It is only then that they may note 
their disordered respiration. Thus, they usu- 
ally underrate the hyperpnea as an unimpor- 
tant consequence of their “attack” and con- 
tend that it follows rather than precedes the 
onset of their acute symptoms. 

Cardiovascular complaints are by far the 
most prominent, and the majority of patients 
present themselves with what purports to be a 
cardiovascular disorder. Contrary to previous 
beliefs, it recently has been shown that a rapid 


‘reduction in arterial carbon dioxide tension 


substantially decreases the peripheral vascu- 
lar resistance and lowers the arterial blood 
pressure by direct action on the vascular wall.° 
These hemodynamic changes, together with 
the rapid electrolyte shifts and the physiologic 
sequelae of the patient’s apprehension, prob- 
ably play a vital role in the tachycardia and 
electrocardiographic changes that commonly 
occur.**” - 

Precordial pain, usually of the sharp twinge 
type, is another common complaint and has 
been correlated at times with the onset of 
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cardiac arrhythmias,’ diaphragmatic spasm,"' 
and gaseous distention of the stomach. The 
chest pain is sometimes dull, aching and more 
chronic and is believed to arise from relative- 
ly prolonged intercostal muscle spasm. The 
adverse effect of these various cardiovascular 
changes on a patient with coexisting heart 
disease, particularly of the coronary arteries, 
is self-evident. 

Complaints referable to the gastrointestinal 
tract are fairly common but seldom very 
prominent. Generally the mouth is excessively 
dry and there is frequent mention of an un- 
comfortable lump or tightness in the throat of 
the globus hystericus type. The triad of bloat- 
ing, belching and flatulence is often present 
and results from the aerophagy that usually 
accompanies the overbreathing. At times these 
symptoms are in the foreground of the pa- 
tient’s attention and may be presented in a 
manner to suggest cholecystic disease. 

Most of these patients manifest some de- 
gree of emotional unrest. The usual evidences 
of anxiety, tension and apprehension occa- 
sionally are masked, however, in certain hys- 
terical subjects who present an inappropriate 
facade of pseudocalmness. There are, more 
or less in the background, a number of non- 
specific features such as excessive exhaustion 
and easy fatigability which appear to result 
from the wasteful consumption of energy by 
the chronic overbreathing and the associated 
tension and anxiety. 

Periodically, the chronic hyperventilation 


pattern is punctuated by recurring acute exac- 
erbations. These resemble the isolated attack 
of the acute syndrome except that the promi- 
nent symptoms, at least in the patient’s mind, 
are usually referable to one or another of the 
body systems already mentioned—the heart 
in particular. These acute exacerbations gen- 
erally occur during the day. A few patients 
seem actually to have been awakened from a 
supposedly sound sleep by their attack. How- 
ever, close questioning usually will reveal that 
the patient first awakens from a restless, trou- 
bled sleep and only thereafter do his frighten- 
ing symptoms begin to develop. These acute 
episodes may last anywhere from several min- 
utes to an hour or so. Rarely they may persist 
even longer with the patient ebbing and flow- 
ing on the verge of tetany. 

Another feature of the acute exacerbations 
is their lack of correlation with physical ef- 
fort. When first questioned, these patients will 
often state that their symptoms are brought 
on by exertion. If this is challenged, one will 
usually find that the symptoms began after 
physical effort, such as at the end of a strenu- 
ous, tension-filled day, rather than during ac- 
tual exertion, as one might expect in coronary 
artery disease with angina pectoris. 

Table 2 presents the characteristics in 150 
successive cases of the hyperventilation syn- 
drome. More thar: 0U per cent had a psycho- 
genic basis, whereas organic processes alone 
accounted for less than 5 per cent. The re- 
maining subjects were categorized as having 


TABLE 2 
ANnaLysis OF 150 Cases oF HYPERVENTILATION 
SEX PRESENTING SYNDROME 
PATHOGENESIS 
PATIENTS Male Female CV GI CNS VS RT Gen. 

Psychogenic 98 22 76 63 6 16 5 4 4 
“Mixed” 47 22 25 30 1 5 4 5 
Organic 5 3 2 4 | 1 

TOTAL 150 47 103 93 7 2 | Ww | 9 6 


CV— Cardiovascular 
Gastrointestinal 
CNS —Central nervous system 
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WS—Musculoskeletal 
RT—Respiratory tract 
Gen.—General 
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a “mixed” etiology, with varying psychologic 
and organic causal combinations. In the 
“mixed” group the organic component was 
often only indirectly related to the symptoms. 
For example, a psychogenic hyperventilation 
pattern might develop in a patient with asymp- 
tomatic hypertensive or rheumatic heart dis- 
ease on his learning of the cardiovascular 
disorder. He would then ascribe the hyper- 
ventilation symptoms to his heart disease and, 


TABLE 3 


SoME OF THE ORIGINAL DIAGNOSES IN 150 
Cases OF HYPERVENTILATION 


1. Cardiovascular 
Coronary heart disease 
Rheumatic heart disease 
Hypertensive heart disease 
Congenital heart disease 
Acute rheumatic fever 
Cor pulmonale 
Paroxysmal auricular tachycardia 


2. Respiratory 
Asthma 
Emphysema 
“Respiratory tract infection” 


3. Neurologic 
Epilepsy 
Brain tumor 
Poliomyelitis 
Cerebrovascular accident 


4. Psychic 
“Nerves” 
“Functional” 
Hyperventilation syndrome (1) 


5. Gastrointestinal 
Cardiospasm 
Peptic ulcer 
Cholecystitis 
Cholelithiasis 

6. Musculoskeletal 

Fibrositis 


Myositis 
Arthritis 


. Endocrine 
Islet cell tumor of pancreas 
Pheochromocytoma 
Hyperthyroidism 
Hypothyroidism 
Insulin reactions 
“Glands” 


8. “Allergic condition” 
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particularly if the physician confirmed this 
correlation, there would follow an inevitable 
intensification of all his symptoms. 

Women appear to be much more suscepti- 
ble to this syndrome than men and they pre- 
dominated in this study by a ratio of 2 to |. 
As previously indicated, the clinical patterns 
were many and varied and simulated serious 
organic processes, often very closely. About 
60 per cent of the presenting symptoms sug- 
gested cardiovascular disease. The remainder 
implicated one or more of the other body 
systems, with neurologic syndromes especial- 
ly common. Significantly, the vast majority 
of these subjects had received incorrect diag- 
noses and in consequence had not been effec- 
tively treated. Table 3 lists some of their en- 
tering diagnoses. This lengthy and impressive 
list emphasizes the mimicability of the chron- 
ic hyperventilation syndrome and underscores 
the diagnostic challenge it offers. 

The following case summaries _ illustrate 
briefly a few of the clinical pictures we have 
encountered. 

Case 1—A 47 year old housewife entered 
the hospital complaining of severe chest pain. 
Seven years previously, she had received a 
diagnosis of coronary artery disease and an- 
gina pectoris, and through the years she had 
become progressively incapacitated. She was 
using very large amounts of glyceryl trinitrate 
(nitroglycerin) with variable and at best tem- 
porary benefit. She was apparently entirely 
dependent on an oxygen inhalation appara- 
tus in her home and was said to require nar- 
cotics for the more severe episodes of pain. 
Physical examination and electrocardiograph- 
ic and radiographic studies failed to reveal 


‘definite evidence of heart disease. When her 


problem was restudied it was found that. over 
and above her chronic symptoms, her more 
acute attacks either developed at rest or began 
after rather than during physical effort. It 
was learned that she experienced peculiar sen- 
sations of tightness and tingling about her 
mouth and in her left hand with the acute at- 
tacks, and had much bloating, belching and 
flatulence’ after they subsided. It was noted 
that she was very apprehensively aware of 
each heartbeat, and she likened her chest pains 
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to knifelike stabs. Periodically she was seen to 
be obviously overbreathing and swallowing 
air. It was subsequently possible to induce a 
characteristic attack by a brief period of vol- 
untary hyperventilation. This was then quick- 
ly terminated by having her rebreathe from a 
paper bag. 

Case 2—A 35 year old priest was admitted 
to the hospital complaining of chronic, recur- 
ring faintness, headache, blurred vision, un- 
steadiness, atypical dysphagia and dyspepsia 
of six years’ duration. Previous neurologic 
investigation had failed to reveal any positive 
findings except some minor electro-encepha- 
lographic abnormalities. Anticonvulsant ther- 
apy had not provided benefit. The question 
of an allergic basis also had been raised, but 
after lengthy investigation and treatment his 
symptoms had remained unchanged. A review 
of the patient’s story disclosed that superim- 
posed on his chronic symptoms were acute epi- 
sodes characterized by a more severe head- 
ache, a “film” over his eyes, dulling of his 
conscious awareness, peculiar “powerlessness” 
of the limbs, cardiac palpitations with pre- 
cordial pricking pains, uncomfortable tight- 
ness of muscles, and peripheral paresthesias. 
One and a half minutes of voluntary over- 
breathing reproduced a typical acute attack, 
and this was rapidly cleared with the use of 
the paper bag technic. 

Case 3—A 25 year old unmarried woman 
was admitted to the hospital with a three week 
history of generalized muscular pain and stiff- 
ness, cardiac palpitations and shortness of 
breath. It was suspected that she had either 
acute rheumatic fever or poliomyelitis. She 
had had diabetes for 18 years, and on admis- 
sion the disease was moderately uncontrolled. 
Investigation in the hospital did not reveal 
evidence of poliomyelitis or rheumatic fever 
or any organic basis for the current manifes- 
tations. It was noted that she was rather pe- 
culiarly unconcerned about her illness. and 
this, in conjunction with her atypical symp- 
toms, suggested the possibility of a psycho- 
genic process. A survey of her past hospital 
records confirmed a previous tendency in this 
direction. While in the hospital she was ob- 
served to have recurring acute episodes of 
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muscular tightness and twitching associated 
with numbness and tingling of the hands and 
feet. She exhibited frequent sighing respira- 
tions and appeared rather breathless most of 
the time. An early chronic hyperventilation 
pattern was suspected and the patient was re- 
quested to overbreathe. A typical exacerba- 
tion of her symptoms with a mild degree of 
tetany quickly ensued and was brought under 
control rapidly by having her rebreathe from 
a paper bag. 

The unexpected dramatic reduplication and 
the rapid resolution of the typical alarming 
attacks evoked a striking emotional reaction 
from these subjects, namely, an apparently 
spontaneous outpouring of information bear- 
ing on their particular personal problems. The 
majority of our patients have manifested such 
an emotional catharsis, from which they 
seemed to obtain remarkable symptomatic re- 
lief. This immediate improvement, as will be 
detailed later, is always reinforced and aug- 
mented at once by suitable discussion, ex- 
planation and reassurance. 

The first patient (case 1) has been asymp- 
tomatic now for three and one-half years. She 
runs her own home without help and has been 
leading a normal life for the first time in seven 
years. The second patient (case 2) has been 
doing a full-time job in his new parish for the 
past three years without medical difficulties. 
About a year after he was first seen, he re- 
turned for re-evaluation. He mentioned then 
that when his work load was unduly heavy 
and he felt more tense than usual he obtained 
marked relief and relaxation from short peri- 
ods of rebreathing from a paper bag. For him, 
this regimen apparently has served a prophy- 
lactic purpose, preventing the recurrences of 
attacks. Later we found this has been effec- 
tive in other cases of the chronic hyperventi- 
lation pattern.'- The third patient (case 3) 
has been without symptoms for approximate- 
ly four years and her previously labile dia- 
betes has remained well controlled. 

Figure 1 offers a diagrammatic representa- 
tion of the sequence of events that we believe 
occurs in the hyperventilation syndrome. Irre- 
spective of the precipitating process, the ini- 
tial link in the pathogenic chain is the over- 
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FIGURE 1. Diagrammatic representation of sequence of 
events in hyperventilation. 


breathing. When this lowers the arterial car- 
bon dioxide tension below a critical level, 
various biochemical, neurovascular and neuro- 
muscular changes occur which underlie the 
multiple clinical manifestations. The onset of 
these symptoms usually is a frightening ex- 
perience and tends to enhance and prolong 
the overbreathing. This contributes important- 
ly to the establishment of a cyclic, self-per- 
petuating process. In addition, autonomic and 
hormonal changes seem to accompany this 
secondary fear response. This we have indi- 
cated as the inner neuro-endocrine component 
in the diagram. 

There is one practical aspect of this second- 
ary response that has both diagnostic and 
therapeutic implications. Frequently, when 
one suspects a hyperventilation mechanism 
and requests the patient to overbreathe. his 
symptomatic pattern is only partially repro- 
duced. If the voluntary hyperventilation is 
repeated after first setting the psychologic 
stage of a recent spontaneous exacerbation, 
then the absent features, and thus the total 
typical attack, are usually produced without 
difficulty. It seems that with restoration of the 
emotional background of his spontaneous at- 
tack the patient generally responds to the 
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rapid reduction of carbon dioxide tension 
much as he does at home, where there is no 
protective, authoritative physician to counter- 
act his apprehension together with its physio- 
logic concomitants. 


Laboratory Studies 


We have studied some of the interesting 
cardiopulmonary and acid-base balance 
changes that develop during hyperventilation.” 
We used a relatively new device, the Liston- 
Becker carbon dioxide analyzer, which works 
on the principle of infrared absorption tech- 
nics to provide a rapid and continuous rec- 
ord of the expiratory carbon dioxide tension. 
In the subject with a normal respiratory sys- 
tem, under proper laboratory conditions, the 
end expiratory carbon dioxide tension repre- 
sents the alveolar level which, for all prac- 
tical purposes, is identical to the arterial car- 
bon dioxide tension. 

Figure 2 illustrates our investigative equip- 
ment. In the left background is a Benedict- 
Roth spirometer, filled with 100 per cent oxy- 
gen, which records the respiratory rate and 
tidal volume. Directly over the subject’s head 
is the detector unit of the carbon dioxide ana- 
lyzer. The connecting amplifier is not visible. 
Just above the mouthpiece is a unidirectional 
assembly unit with nonrebreathing valves, also 
not clearly seen, that directs the expiratory 
flow through the analyzer first and then to the 
spirometer. Inspiratory flow is permitted to 
pass directly from the spirometer to the sub- 
ject. Thus we have a closed breathing system 
with full tidal flow through the spirometer but 
expiratory flow only through the analyzer. 
This arrangement provides rapid and continu- 
ous respiratory data for all stages of the ex- 
periment. The changing expiratory carbon di- 
oxide tension is charted quantitatively on a 
Sanborn Poly-Viso direct recorder, the unit 
in the left foreground in figure 2. The San- 
born machine also records the relevant elec- 
trocardiographic unipolar limb leads, AVR 
and AVL or AVF, or both, providing simul- 
taneous electrophysiologic data on myocar- 
dial function. In suitable cases we have deter- 
mined the arterial pH and the carbon dioxide 
content at specific stages of the experiment. 
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We have correlated these with carbon dioxide 
tension at the moment to gain additional in- 
formation on changes in acid-base balance. 
We have obtained data from groups of nor- 
mal subjects and “chronic hyperventilators” 
during two similar periods of voluntary over- 
breathing in this laboratory setting. During 
each period the subject remained in the re- 
cumbent position and attempted to breathe as 
rapidly and deeply as possible. By prearranged 
signals he was able to indicate accurately the 
onset of hyperventilation symptoms. These 
were noted by time markers on the Sanborn 
record. During one of these periods the spi- 
rometer contained a canister of soda lime 
which absorbed the expired carbon dioxide 
and, because of the closed respiratory system, 
expedited a progressive fall in alveolar carbon 
dioxide tension. This canister was removed 
before the second period of overbreathing so 
that the subject rebreathed his own pulmonary 
gases from the spirometer. This, in contrast, 
permitted a slowly progressive rise in alveolar 
carbon dioxide tension as the concentration in 
the spirometer steadily increased. Thus the 
circumstances of these two periods of hyper- 
ventilation were identical except for the varia- 
tions in alveolar carbon dioxide tension. 
Figure 3 presents various sections of the 
record of a typical experiment on a normal 
subject. The control or resting data appear on 
the far left. The sloping horizontal line at the 
top represents the expiratory carbon dioxide 
tension, in this case 45 mm. Hg. The resting 
respiratory rate and the tidal and minute vol- 
umes are as noted. Below these are the electro- 
cardiographic complexes from two unipolar 
limb leads, AVR and AVF, with their perti- 
nent data between them. The next three sec- 
tions, from left to right, reveal various changes 
which occurred during acute hyperventila- 
tion. The carbon dioxide tension at 33 sec- 
onds (22.5 mm. Hg) documents the rapid 
reduction that can be achieved, and this does 
not drop much further by the end of 78 sec- 
onds. The mean changes in respiratory func- 
tion for this entire period are noted in the 57 
second section and confirm the increased pul- 
monary ventilation that has occurred. 
Examination of the electrocardiographic 
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FIGURE 2. Equipment used in study of hyperventilation. 


tracings at 33 seconds reveals that the heart 
rate has increased from 70 to 100 beats per 
minute; the Tavr has become virtually iso- 
electric and the Tavr has been converted to a 
negative deflection of 0.5 mm.; the Q-T. has 
been lengthened to 0.457. The Q-T interval is 
considered a measure of the duration of elec- 
tric systole, and the Q-T. is the same inter- 
val that has been corrected for heart rate. It 
is generally accepted that the upper limit of 
normal for the Q-T. is 0.425. The increase 
here to 0.457 signifies an abnormal prolonga- 
tion of electric systole at the expense of di- 
astole, which is the reverse of what normally 
happens with an acceleration in heart rate. 
Some particularly interesting changes appear 
at 57 seconds. Despite the maintained hyper- 
ventilation and reduced carbon dioxide ten- 
sion, there is distinct evidence of a return of 
the T waves toward normal, a reduction of the 
tachycardia, and a return of the Q-T. to with- 
in the normal range. We have termed these 
phenomena “cardiac recovery” on the assump- 
tion that, so far as the heart is concerned. 
some degree of adjustment to or compensation 
for the reduced carbon dioxide tension has 
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FIGURE 4, Record of same procedures in a case of hyperventilation. 
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been achieved. This “recovery” is maintained 
to the end of the hyperventilation period even 
though the carbon dioxide tension, if any- 
thing, declines a little further. 

The two final sections on the right in figure 
3 represent comparable stages of the second 
period of the experiment, when the subject 
was hyperventilating but rebreathing his own 
pulmonary gases and thus slowly increasing his 
alveolar carbon dioxide tension. As the data 
indicate, despite an even greater minute vol- 
ume than before, there are no significant elec- 
trocardiographic changes. This sequence of 
events was characteristic of all our normal 
subjects and strongly supports the thesis that 
the rapid reduction in arterial carbon diox- 
ide tension underlies the electrocardiographic 
phenomena rather than the increased ventila- 
tion per se, changes in the diaphragmatic or 


cardiac position, or both, or the tachycardia 
itself. 

Figure 4 presents the pattern of one of our 
hyperventilators during the same experimen- 
tal procedures. The resting respiratory rate of 
30 per minute and the Q-T. of 0.433 suggest 
premature anxiety and overbreathing. At 30 
seconds of hyperventilation the alveolar car- 
bon dioxide tension has dropped considerably 
as the pulmonary ventilation has increased. 
The expected tachycardia has developed. with 
the T waves in both electrocardiographic leads 
becoming iso-electric. The Q-T. is thus un- 
measurable but we suspect it is even more 
prolonged. Moreover, and in marked contrast 
with the normal subject, there is no tendency 
here toward the “cardiac recovery phenome- 
non throughout the 99 seconds of hyper- 
ventilation. This apparent inability to com- 
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FIGURE 6. This record of a patient with hyperventilation depicts, in addition to expected changes, the gross elec- 
trocardiographic deviations at the onset of hyperventilation tetany. 


pensate was characteristic of almost all the 
hyperventilators. However, as the last two 
sections on the right reveal, hyperventilators 
respond very much like the normals to over- 
breathing when there is no reduction in car- 
bon dioxide tension. This particular subject ex- 
hibited no T wave changes although her Q-T. 
once again was initially prolonged, presumably 
for the same reasons as the slight prolongation 
at supposed rest. This tends to return toward 
normal in the final section on the right in 
figure 4 as the carbon dioxide tension in- 
creases. It should be noted that the majority 
of the hyperventilators exhibited neither T 
wave nor any such Q-T. changes during this 
second period. 

Figure 5, the record of another hyperven- 
tilator, is presented primarily to demonstrate 


268 


the rapidity with which significant changes in 
arterial pH can occur. The separate sections 
here relate only to the first or carbon dioxide 
reduction period. The typical cardiopulmo- 
nary phenomena are evident, again without 


“cardiac recovery” through two minutes of 


overbreathing. Of special interest is the arte- 
rial pH which was 7.412 at rest but which rose 
abruptly to 7.486 within 10 seconds and there- 
after increased slowly to 7.495 at the end of 
123 seconds. This documents the degree of 
respiratory alkalosis that can develop rapidly 
with hyperventilation. 

The record of another hyperventilator is 
presented. in figure 6. This reveals, in addition 
to the expected changes, the gross deviations 
in the electrocardiographic tracings caused by 
the onset of hyperventilation tetany. After a 
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brief period of voluntary overbreathing this 
subject suddenly manifested involuntary hy- 
perpnea and, within 45 seconds, the clinical 
features of tetany. This documents clinically 
the rapidity with which this disorder can de- 
velop in susceptible individuals. 

We have not yet completed the evaluation 
of all the data on these normal and hyperven- 
tilator groups. There are two differential fea- 
tures, however, which seem to be significant. 
First, all the normals exhibited the phenome- 
non of “cardiac recovery.” They achieved 
this at a mean time of 44 seconds, despite 
continued hyperventilation and sustained re- 
duction of alveolar carbon dioxide tension. 
Only two of the hyperventilators demonstrated 
a tendency in this direction. Here the “recov- 
ery” changes were of lesser degree and took 
much longer to develop (mean time 73 sec- 
onds). The remainder failed to show such an 
ability to adjust or compensate. 

The second differential feature relates to 
the onset of hyperventilation symptoms. These 
developed early in all the hyperventilators, at 
a mean time of 33 seconds, and were quite 
severe. Such symptoms developed in but four 
of the normal subjects, and then were mild in 
degree, and appeared after an average of 76 
seconds of overbreathing. 

The psychophysiologic significance of these 
findings is not clear. The question of a basic 
genetic or constitution?! ‘ference in subjects 
with the hyperventilation syndrome has been 
raised but, as the therapeutic discussion to 
follow will indicate, this does not seem likely. 
Our impression at the moment is that the 
hyperventilators have become “conditioned” 
with the passing of time and have achieved, 
in a sense, a more efficient level of ventilatory 
function. This enables them to lower their 
carbon dioxide levels extremely rapidly and 
they appear to have developed virtually a hair- 
trigger mechanism for so doing. Paradoxical- 
ly, however, they are not able to contend with 
or compensate for the physiologic sequelae of 
these abrupt variations in arterial carbon di- 
oxide tension. Final evaluation of our data 
will be required to confirm these impressions 
and further studies will be needed to clarify 
the underlying mechanisms. 
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Discussion 


There are many misconceptions about the 
characteristics of the hyperventilation syn- 
drome. The acute but sporadic variety is well 
known and imposes little diagnostic difficulty. 
The more common chronic pattern, with its 
insidious onset and ability for subtle mimicry 
of serious organic disease, is not so well ap- 
preciated. Diagnostic and therapeutic errors 
are thus the frequent result. 

Whereas the presence of hyperventilation is 
quite evident in some subjects, the majority 
offer initial histories which do not clearly sug- 
gest a hyperventilation pattern. The patient 
may not emphasize the telltale acute exacerba- 
tions properly or may not mention them at 
all. Disorders stemming from a combination 
of emotional and organic factors present baf- 
fling pictures that are doubly difficult to evalu- 
ate. The nebulous diagnosis of neurosis is ap- 
pended too easily and too frequently, with the 
unfortunate recipients relegated to the diag- 
nostic and therapeutic discard file. This dubi- 
ous diagnostic tag helps the patient little and, 
when an active organic component is present, 
the potential danger of this inadequate evalua- 
tion is self-evident. On the other hand, when 
an organic process has been identified there 
is the tendency to regard it as the sole etio- 
logic factor. The consequences of such action 
are well exemplified by the first patient, who 
suffered unnecessarily for seven years with a 
supposedly deteriorating cardiac condition. 

When the likelihood of a hyperventilation 
syndrome is suspected, one must confirm the 
diagnosis by reproducing a typical exacerba- 
tion through voluntary overbreathing. Clas- 
sically, the symptoms will begin within the 
first 60 seconds, the period during which the 
major fall in carbon dioxide tension occurs. 
The full attack, however, generally requires 
further hyperventilation but this rarely ex- 
ceeds three minutes. As soon as the character- 
istic symptoms are reproduced, the patient is 
given a paper bag to hold firmly over his 
nose and mouth and is instructed to breathe 
slowly from it. (The 6 lb. bag which is 11 in. 
deep is quite satisfactory.) When properly 
placed, the bag should fill and empty with 
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each respiration. This maneuver expedites the 
prompt elevation of arterial carbon dioxide 
tension, and symptoms begin to subside in 60 
seconds. He is instructed to remove the paper 
bag when he feels comfortable and generally 
does so within two to three minutes. As noted 
previously, for patients who have a marked 
secondary apprehensive response it is often 
necessary to set the psychologic stage before 
attempting to reproduce the total acute attack. 

The patient must receive proper instruction 
in the way he should breathe during the diag- 
nostic hyperventilation procedure. His respi- 
rations should be full and deep with particu- 
lar emphasis on the expiratory phase, and the 
rate should be about twice normal. Certain 
subjects tend to splint their lower thorax and 
diaphragm and, because they are simultane- 
ously using their accessory respiratory mus- 
cles, they seem to be breathing quite vigorous- 
ly. The net result, however, is an inadequate 
gaseous exchange. The physician can prevent 
or rectify this by reinforcing expiration with 
the palm of his hand over the lower sternum. 
Adequate respiratory exchange must be as- 
sured for at least three minutes before a diag- 
nostic test is considered negative. 

In this attempt to portray the various clini- 
cal pictures, | have emphasized certain char- 
acteristics—e.g., the tendency for recurring 
acute exacerbations to be superimposed on the 
chronic hyperventilation pattern; the remark- 
able simulation of serious organic disease: 
the worsening of the symptoms a/ter rather 
than during the exertion; and the patient’s 
relative unawareness of disordered respira- 
tion until after the acute attack is well estab- 
lished. To avoid a distorted perspective, how- 
ever, | should emphasize that these and other 
prominent features may not be immediately 
apparent and must be carefully elicited from 
the diffuse background of the over-all chronic 
pattern. The main diagnostic requirements, 
therefore, are an adequate appreciation of 
these variegated clinical patterns and the will- 
ingness to spend sufficient time in taking a 
thorough history. Expensive and time-consum- 
ing laboratory procedures do not help in mak- 
ing the diagnosis and often prove to be a 
hindrance. 


Therapy 


Appropriate measures must be directed to- 
ward any organic factors present. Aside from 
the few patients with an organic basis alone. 
the same therapeutic approach applies to all 
others, whether their disorder has a psycho- 
genic or “mixed” etiology. 

When a thorough history and physical ex- 
amination raise a suspicion that a hyperventi- 
lation syndrome is present, the next step is to 
reduplicate the characteristic symptom com- 
plex by having the patient voluntarily over- 
breathe. Reproduction of an attack both 
alarms and impresses the patient, and its rap- 
id relief with the paper bag technic is propor- 
tionately reassuring. The emotional catharsis 
which the procedure usually evokes generally 
brings temporary symptomatic relief and at 
the same time furnishes additional insight 
into the nature of the underlying disturbing 
problems. This gives the physician pertinent 
material for future discussions should they be 
necessary. 

This experience contributes importantly to 
an effective physician-patient relationship. 
Moreover, it demonstrates to the patient the 
reality of his complaints, yet at the same time 
serves to convince him of their emotional 
origin. Suitable explanation and reassurance 
enable him to understand better the benign 
nature of his condition. All this helps dissolve 
his fears of serious disease and facilitates his 
consideration of the underlying psychologic 
problems. We believe that the average physi- 
cian is quite able to explore and discuss most 
of these problems without exceeding his thera- 
peutic range.” '* 

This therapeutic program has been very 
effective in our hands. About 70 per cent of 
our patients have responded in a manner simi- 
lar to those whose case summaries have been 
detailed. Another 20 per cent have obtained 
partial or temporary improvement and have 
required additional discussion and reassurance 
from time to time. The remaining 10 per cent 
have gained little or no benefit. These were 
mainly individuals with strong depressive or 
hysterical tendencies who have required more 
formal psychiatric treatment. 
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Summary 


Hyperventilation syndromes are common 
and most often follow a chronic course with 
periodic acute exacerbations. This analysis of 
150 consecutive cases emphasizes the subtle 
ability of the chronic syndrome to simulate 
serious organic disease. Etiologic factors may 
be organic or psychogenic or both. 

Regardless of the precipitating process, the 
initial pathogenic step is sustained overbreath- 
ing. The resultant reduction in arterial carbon 
dioxide tension induces diffuse biochemical. 
neurovascular and neuromuscular changes. 
These in turn tend to evoke an emotional re- 
sponse of fear and apprehension that prolongs 
the overbreathing and contributes to the total 
symptom pattern. This fear reaction, more- 
over, aids in the establishment of a chronic 
cyclic process. 

The presenting symptom pattern most often 
implicates the cardiovascular system. Most of 
the other body systems may be involved with 
varying degrees of prominence and frequency. 
particularly the central nervous system. Pe- 
ripheral and perioral paresthesias are the most 
consistent symptoms, and respiratory dysfunc- 
tion is the commonest sign. Nevertheless, these 
are seldom very prominent features and must 
be sought out. A high index of suspicion is 
necessary, therefore, to detect the various di- 
agnostic clues. 

Recent studies in our cardiopulmonary lab- 
oratories have indicated a differential response 
pattern to brief periods of overbreathing on 
the part of “chronic hyperventilators” and 
normal subjects. The hyperventilators, possi- 
bly as the result of prolonged conditioning, 
seem to have a more “efficient” level of ven- 
tilatory function that enables them easily and 
rapidly to reduce profoundly their arterial 
carbon dioxide tension. On the other hand, 
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they do not appear able to adjust to the 
sequelae of these rapid changes in carbon 
dioxide tension, at least insofar as their car- 
diovascular apparatus and acid-base balance 
mechanisms are concerned. The full signifi- 
cance of these phenomena is not clear and 
additional study is indicated. 

The diagnostic criteria and therapeutic 
measures are simple and straightforward. The 
crucial maneuver is that of reproducing a 
typical acute episode by having the patient 
voluntarily overbreathe and then quickly ter- 
minating it by having him rebreathe from a 
paper bag. This procedure, accompanied by 
appropriate explanation and reassurance, has 
been most effective for our patients. For the 
minority with more deep-seated problems, the 
way has been paved for more formal psychi- 
atric treatment. 
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Sleep Problems in the 


Karly Years 


BENJAMIN SPOCK* 


Western Reserve University School of Medicine, Cleveland 


EB wanr to contrast two 
fairly common types of 
sleep problems seen in 
the first couple of years 
of life. The first one I 
have usually called 
chronic resistance to 
sleep in infancy. My 
own impression is that 
this condition was rare 
when pediatrics was 
comparatively rigid, 
but that we have seen a definite increase in it 
since the shift of philosophy toward greater 
permissiveness, more attention to the needs 
of the individual child, more encouragement 
of the mother to be agreeable to the baby. 

It is important to realize how fast philoso- 
phy in pediatrics has changed. The first paper 
on self-demand feeding was published in 1942. 
yet it seems to most of us now as if babies 
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have been fed on demand as long as we can 
remember. | think that permissiveness has 
worked well for a great majority of American 
parents but that a few insecure ones have been 
confused by such a sudden shift. Some of 
them have gotten the idea that in this new 
dispensation the baby is meant to be the ty- 
rant and the mother the willing slave. 

In a typical sleep problem in the first year 
the mother comes in to talk to the doctor when 
the baby is six or eight months old, saying she 
is really desperate. She complains, “The baby 


‘is now staying awake until 10 or 11 o’clock 


at night. It isn’t just that he has to be in the 
room with us, he has to be in my arms. Fur- 
thermore, I have to be walking. Every time | 
sit down because I am exhausted, he glares at 
me and opens his mouth and bellows.” 

You say to her, “But isn’t he tired?” 

She says, “He seems to be exhausted. His 
eyes keep closing and his head keeps falling 
forward. -But every time | start toward the 
crib and very gently try to put him down, he 
immediately wakes up and yells again.” 

A majority of these going-to-bed problems 
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have their origin in the “three month colic.” 
The mother gladly walked the baby while he 
was in agony. But when the pain, the gas, the 
distention went away, he still seemed to need 
to be walked. It went from bad to worse. 

There is another variant of this disorder: 
the waking-in-the-middle-of-the-night problem. 
This is distinctly less common. Previously, 
the baby had been going to bed well and 
sleeping soundly. Somewhere around the mid- 
dle of the first year he suddenly awakened 
one night crying. The apparent cause was a 
fresh cold or a middle ear infection or, in my 
old-fashioned opinion, teething. The mother 
picked him up, comforted him, walked him 
around that night and for several nights. Then 
the misery seemed to go away, but the child 
kept waking anyway. As the months went by 
the waking increased to two or three times 
during the night. In the beginning it required 
only half an hour of comforting. But in some 
of the severe cases the baby eventually is 
awake and demanding to be walked for an 
hour and a half each time. 

In both these types of sleep problems the 
baby is tired and irritable during the daytime 
because he doesn’t make up for the loss of 
sleep, and he often has a poor appetite. When 
one of these problems has gone on for a long 
while, it sometimes creeps into the daytime 
too. All day long he is reaching out his arms, 
whimpering to be picked up. His mother car- 
ries him until she is tired, but when she sets 
him down his arms go up and he again starts 
whimpering. No parent can be taken advan- 
tage of this much, night or day, without re- 
senting it. But she is ashamed of her hostile 
feelings, so she keeps suppressing them and 
submitting further. 

The treatment of this type of sleep prob- 
lem is relatively easy. It consists in persuad- 
ing the mother that a baby will be happier if 
he goes to bed at bedtime. Tell her to say good 
night to him just as fondly as ever and then 
turn around and walk out of the room. Of if 
he has developed a habit of waking later, she 
should not pick him up or even go into his 
room. This advice often scares the mother and 
makes her feel guilty. She will tell you, “I 
have tried a couple of times letting him cry it 
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out, and at the end of an hour and a half he 
was crying harder than in the beginning.” 
This is not literally true. What she means is 
that every 10 minutes, anguished and ashamed 
of herself, she went in and tried to comfort 
him with words. Of course he thought she had 
come in to pick him up, and when he realized 
she hadn’t, it gave him a new charge of in- 
dignation and energy. So you explain that she 
must not go back at all. These mothers ex- 
press their guiltiness and timidity when they 
say. “Oh, but I would imagine him vomiting 
and lying in the vomit, or that his head is 
stuck between the slats of the crib.” 

Most of these problems can be solved in 
two nights. The first night the baby yells for 
about 20 minutes, then suddenly falls asleep. 
The second night he yells for 5 or 10 minutes 
and falls asleep. The third night he usually 
doesn’t cry at all. Mothers can’t believe that 
something they have suffered through for so 
long can be solved this easily. They call you 
up and say, “Doctor, it’s wonderful! I feel so 
much better. The baby is so much more rested 
and calm in the daytime. Today I wondered 
what this very pleasant feeling is that I have, 
and I suddenly realized it is love for the baby 
coming back again. It is only now that I dare 
admit how I was getting to resent him!” 

It is a general principle of psychology that 
a parent cannot keep on loving a child who is 
out of control. Whenever we are giving advice 
to a parent I think we must bear this in mind 
and help the parent remain in charge. 

One other word about the waking-in-the- 
middle-of-the-night problem. It is not only nec- 
essary that the mother not pick up the baby, 
the baby must be in another room or some- 
where where he is out of sight of the parents. 
When a baby who has the bit in his teeth sees 
his mother and father lying there pretending 
they do not hear him, it only encourages him 
to yell louder and longer. 

The doctor’s general handling of the kind 
of mother who easily becomes submissive to 
a baby is important. She will easily become 
submissive to the doctor too, and it is hard 
for the doctor not to become tyrannical. But 
this is the kind of mother who needs building 
up. When she has used the wrong number of 
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drops or changed the formula incorrectly, 
don’t jump on her, don’t scold her. Try to act 
as if you think she is a sensible person. When 
she has branched out and tried something 
new, nod approvingly. Even when she has 
done a foolish thing, be rather matter-of-fact 
in suggesting an alternative. 

I now want to discuss sleep problems in 
children around two years of age. The child 
is in an entirely different stage of emotional 
development. The problem is basically differ- 
ent and should be handled differently. 

I am going to give two examples of these 
sleep problems (which generally come under 
the heading of “separation anxiety”), one 
severe, the other mild. The severe type de- 
velops when a mother who has always been 
somewhat overprotective has to go away for 
a couple of weeks and leaves her first child. 
without any previous preparation, in the care 
of someone else. She calls up by long-distance, 
asking the woman who is taking care of the 
baby. “How is he doing?” and is rather sur- 
prised and a little hurt to hear he is doing 
fine. Actually, when you analyze the picture, 
the child behaves too well while the mother 
is away. It is when the mother comes home 
that you realize the terrific anxiety he has 
been under. Characteristically he rushes to the 
mother, clings to her, and won't let her out of 
sight for several days. The problem is most 
acute at bedtime. It is physically almost im- 
possible for the mother to detach herself when 
she is trying to put the child into the crib. If 
she does succeed, his panic is such that, even 
though he has never climbed out of the crib 
before, he will unhesitatingly vault over the 
side and land in a heap on the floor. It is 
really a pathetic picture of terror. 

The cure of this is quite different from that 
of the sleep problem due to old-fashioned 
spoiling in the first year. I think the mother 
has to reassure the child, and it is a long, hard 
job. She ought not to leave him in the day- 
time for a number of days, until his anxiety 
has subsided. At night she ought not to leave 
him with a sitter, since all the anxiety will 
come back full force if he awakens and finds 


she is not there. She will have to sit by th 
crib until he falls thoroughly asleep, and this 
may well take a couple of hours the first few 
nights. You have to tell her, “Don’t try to 
sneak out as soon as he is half asleep, because 
if he hears the creak of a board and wakes up. 
then he will try to keep himself awake even 
longer.” You can reassure her that, within a 
week, the time he will stay awake will de- 
crease from about two hours to something 
like 20 minutes. But she will have to sit with 
him for 20 minutes for at least a month, prob- 
ably two or three months. 

I want to shift to an everyday example of 
very mild separation anxiety that most parents 
have seen in one or another of their children. 
This is the child who always was perfectly 
willing to be put down at night and went right 
to sleep. Somewhere between one and three- 
quarters and two and a quarter years of age, 
he becomes a little uneasy about being left. 
He says, “I want another drink of water,” or 
“I want to go wee-wee again.” or “Come and 
kiss me again.” The child will keep it up just 
as long as the parent is willing. Or the mother 
puts the child in bed, closes the door, and 
five minutes later he is right beside her in the 
living room, unbelievably ingratiating and 
charming. This is the only time of day he will 
sit on someone's lap or make conversation or 
pat Daddy on the cheek. He knows perfectly 
well: he is out-of-bounds and that his only 
chance of staying is by being very seductive. 
With this child’s mild separation anxiety, one 
should not use the same method as with the 
severe one. The mother who, as soon as the 
child acts a little anxious, acts a little anxious 


. herself, who can easily be held there in the 


room offering more drinks and kisses, is really 
saying to him, “Well, maybe there is some- 
thing to be afraid of in leaving you alone.” 
How does she assure the child with the mild 
anxiety? She says, “No, you have had one 
drink of water, you have gone wee-wee once, 
you have kissed me and you have kissed Dad- 
dy. That’s enough and now we are saying good 
night.” What she says in so many words is. 
“There is nothing to be afraid of.” 
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Newer Diagnostic Technics 


in the Diagnosis of Glaucoma 
THE SCHNEIDER FOUNDATION 


EYE PRESENTATION 


BERNARD BECKER* 


Washington University School of Medicine, St. Louis 


Recent progress has 
increased our under- 
standing of the nature 
of the glaucomatous 
disorders and provided 
newer methods for their 
diagnosis and more ef- 
fective treatment. Ma- 
jor efforts are needed 
for the application of 
this knowledge to the 
earlier recognition of 
this important preventable cause of visual loss. 

Mass surveys have demonstrated that unrec- 
ognized chronic glaucoma exists in 2 to 3 per 
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cent of the population over the age of 40 
years.’ In a series of 600 random hospital pa- 
tients over 64 years of age an incidence of 4.6 
per cent was observed.” As anticipated in an 
aging population, the incidence of chronic 
simple glaucoma is growing in significance. 
Further, it is suspected that some 5 to 10 per 
cent of the relatives of patients with glaucoma 
have the disease.* We should keep these esti- 
mates of incidence and familial aspects in 
mind in directing our efforts toward the all- 
important early detection of this particular 
disease process. 

The two major factors which determine the 
intra-ocular pressure are (1) the rate at which 
aqueous humor is secreted into the eye by the 
ciliary processes and (2) the ease (facility) 
with which it can leave through the angle of 
the anterior chamber (figure 1). The abnor- 
mal elevation of intra-ocular pressure which 
characterizes the various glaucomatous disor- 
ders is almost always due to a partial obstruc- 
tion to the outflow of aqueous humor from the 
eye. The height of the intra-ocular pressure 
resulting from a given degree of occlusion of 
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outflow channels, however, is dependent on 
the rate of secretion of aqueous humor. It is 
the sustained uncontrolled increased pressure 
within the eye which produces the atrophic 
changes in the optic nerve responsible for the 
loss of vision in glaucoma. 

The disordered outflow facility of the eye 
with glaucoma may result from anatomic, de- 
velopmental, degenerative, vascular, neoplas- 
tic, traumatic, inflammatory or other obstruc- 
tive pathologic changes between the secretory 
site in the ciliary body and the exit channels 
at the angle of the anterior chamber. Sudden 
increases in resistance to outflow bring about 
acute pressure rises and prominent symptom- 
atology. The chronic forms of the disease. 
however, are characterized by insidious altera- 
tions with asymptomatic elevations of intra- 
ocular pressure and slowly progressive loss of 
field of vision. 

The patient with acute glaucoma usually 
presents himself promptly with sudden visual 
loss, severe pain, nausea and vomiting. There 
is often a history of prior episodes of blurred 
vision or “halos” about lights. It is essential 
to lower intra-ocular pressure as soon as pos- 
sible in such eyes in order to retain vision. 
This must be accomplished on an emergency 
basis with the preoperative use of miotics and 
intravenous carbonic anhydrase inhibitors. 
Surgical intervention is most often the treat- 
ment of choice in this type of glaucoma. 

It is the chronic painless form of glaucoma 
which can destroy vision in such a fashion as 
to go unnoticed even by the keenest of observ- 
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FIGURE 1. Diagrammatic 
picture of anterior segment 
of the eye. Aqueous humor 
is secreted by the ciliary 
processes, emerges through 
the pupil, and leaves the 
eye through the meshwork 
at the angle of the anterior 
chamber. 


ers. The surreptitious nature of this blinding 
disorder results in long delays between the time 
of onset of the disease and its therapy. Thus, 
enlargement of an unappreciated blind spot or 
loss of the overlapping nasal visual fields can 
go undetected for long periods. It is not un- 
common for physicians and even ophthalmolo- 
gists to present themselves for the first time 
with advanced glaucomatous atrophy of the 
optic nerve and little awareness of the exten- 
sive field loss. The failure to recognize or diag- 
nose this disorder in its early stages is par- 
ticularly unfortunate in a disease process 
where vision, once lost, cannot be restored. 
This is especially tragic since effective treat- 
ment with normalization of intra-ocular pres- 
sure by medical or surgical means can pre- 
serve vision for the lifetime of the individual. 
It is for this reason that early detection is so 
important. 

One of the simplest methods for recogniz- 
ing glaucoma in its early stages is the measure- 
ment of intra-ocular pressure with a tonometer. 
Physicians can be taught to use this instru- 
ment skillfully after brief instruction. Meas- 
urement of intra-ocular pressure requires less 
time and no greater aptitude than estimating 
the blood pressure. The routine determina- 
tion of intra-ocular pressure at regular inter- 
vals in all patients over the age of 40 years 
would be a major step toward avoiding some 
of the blindness resulting from glaucoma. 

Recent refinements of technic have afforded 
unique opportunities for the earlier detection 
of glaucoma. In addition to the measurement 
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TABLE 1 


COMPARISON OF METHODS FOR THE DIAGNOSIS OF GLAUCOMA 


NUMBER OF EYES WITH ABNORMAL FINDINGS 


Glaucoma; (188 eyes) 


| 
| 


DIAGNOSTIC TEST* 
Normal (175 eyes) 


Elevated intra-ocular pressure (24 mm. Hg or higher) 73 (39%) 0 
Rise in intra-ocular pressure after water drinking (8 mm. Hg | 
or more) 53 (28%) 0 
Tonography (facility < 0.20) | 120 (64%) | 11 (6%) 
Tonography and water drinking | | 
> 100) 182 (97%) 2 (1%) 
outflow facility = | | 

*All tests performed while patients were not receiving therapy. 
+Glaucoma diagnosed by characteristic visual field loss. 
of intra-ocular pressure, it is now possible to have been demonstrated to raise intra-ocular 
estimate quantitatively both the major factors _ pressure significantly in some 25 to 30 per 
responsible for its magnitude: the rate of se- _ cent of eyes with early or borderline glaucoma, 
cretion of aqueous humor and the facility of | thus revealing the presence of the disease.* 
its outflow from the eye. A new laboratory | When tonography was carried out following 
procedure, tonography, measures both inflow the consumption of a liter of water in a series 
and facility of outflow.*:® This technic involves of glaucomatous and normal eyes, a decrease 
the continuous electronic recording of intra- in outflow facility as well as a rise in intra- 
ocular pressure during compression of an eye _ ocular pressure occurred in the glaucomatous 
for four minutes. The degree of impairment — group. By combining a provocative test with 


of outflow as well as the increased intra-ocular | tonography it proved possible to distinguish 
pressure found in glaucomatous eyes can thus —_as_ high as 97 per cent of the glaucomatous 
be estimated readily. Such measurements have _ eyes from the normal (table 1).' 


provided a better means for earlier recognition Recent experimental research has contrib- 
of glaucoma than did pressure readings alone _uted greatly to basic concepts of the nature of 
(see table 1). the aqueous humor and its mode of entrance 


Provocative tests such as water drinking into and exit from the eye. This has been ac- 
complished in experimental animals by studies 
of the chemical composition of the aqueous 
humor and the rate of its turnover of intra- 
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FIGURE 2. Schematic representation of normal eye with inflow and outflow mechanisms so regulated as to maintain 
normal intra-ocular pressure. The globe is readily indented as a result of the ease of outflow of aqueous humor from 
the eye. Therefore the tonographic tracing presents a steep slope. 
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GLAUCOMA- PILOCARPINE 


FIGURE 3. Schematic representation of the glaucomatous 
eye with increased intra-ocular pressure resulting from 
partial obstruction of outflow channels. The eye is not 
readily compressible because of the high resistance to 
the expression of fluids from the eye. The tonographic 
tracing is quite flat. 


venously injected test substances.*'’ Tono- 
graphic data have confirmed and amplified 
the chemical studies in animals, and provided 
theoretical and practical information in hu- 
man eyes as well. These approaches have af- 
forded a better understanding of the disor- 
dered outflow of glaucoma. In addition, the 
mechanisms of the action of some therapeutic 
measures have been elucidated, making possi- 
ble a more accurate appraisal of the effective- 
ness of such treatment.'! '* 

Experimental studies of the secretory proc- 
ess in the ciliary body have led to the recogni- 
tion of the enzyme carbonic anhydrase as a 
factor in aqueous formation.'*:'* Such effec- 
tive carbonic anhydrase inhibitors as aceta- 
zolamide (DIAMOX®) have been demonstrated 
to decrease the production of aqueous humor 
and have proved valuable additions to the 
therapeutic armamentarium of the ophthal- 
mologist in treating glaucoma." 

The current mechanical concepts of the 


FicuRE 4. Topically administered pilocarpine lowers 
intra-ocular pressure by improving the disordered out- 
flow mechanism. 
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pathogenesis of the elevated intra-ocular pres- 
sure of the glaucomatous disorders as well as 
the mode of action of therapeutic agents may 
be summarized in the schematic fashion rep- 
resented in figures 2 to 6.'° In the normal 
human eye, aqueous humor is secreted at the 
rate of some 2 cu. mm. per minute. Facility 
of outflow is sufficient to maintain an intra- 
ocular pressure of approximately 14 to 18 
mm. Hg. The application of a tonometer re- 
sults in the ready expression of fluid from the 
eye with progressive indentation of the globe 
(figure 2). The glaucomatous eye, on the 
other hand, presents partially occluded out- 
flow channels with increased resistance to out- 
flow of fluid. With maintenance of secretion 
this leads to an intra-ocular pressure greater 
than the optic nerve can tolerate. Tonography 
establishes the difficulty of expressing fluid 
from such eyes (figure 3). 

Ocular hypertension may be relieved medi- 
cally or surgically. The time-honored, empiri- 
cal and most effective medical means of low- 
ering intra-ocular pressure is by the topical 
application of miotics such as_pilocarpine. 
Tonography has demonstrated that these 
agents normalize intra-ocular pressure by re- 
lieving the obstructed outflow (figure 4). Sys- 
temic carbonic anhydrase inhibitors such as 
acetazolamide (Diamox) effect a lowering of 
intra-ocular pressure by partially suppressing 
the rate of aqueous inflow (figure 5). Thus, 
such agents are additive to the pilocarpine 
effect and provide useful adjuncts to conven- 
tional miotic therapy. 

Only when all miotic therapy is incomplete- 
ly effective does one resort to surgery in chron- 
ic simple glaucoma. Most operative approaches 
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FIGURE 5, Systemically administered acetazolamide (Dia- 
mox) partially suppresses the secretion of aqueous 
humor and thus lowers intra-ocular pressure in spite of 
the disordered outflow. 


attempt to bypass the obstructed outflow chan- 
nels by creating new fistulous tracts from the 
anterior chamber. Tonography reveals the ex- 
pected increased facility of outflow after such 
procedures (figure 6). There are also surgical 
means for decreasing the production of aque- 
ous humor by coagulation of the ciliary body. 

There is abundant evidence that patients 
with glaucoma closely followed and adequately 
treated can retain vision for the duration of 
their lives. It is becoming increasingly appar- 
ent that tonography is as essential to the diag- 
nosis and adequate management of glaucoma 
as the B.M.R. is to thyroid disease and the 
ECG to coronary disease. 


Summary 


1. Unrecognized glaucoma as a cause of 
visual loss is increasing in importance in an 
aging population. 

2. Methods are now available for earlier 
recognition of glaucoma as well as for evaluat- 
ing the adequacy of its control. 

3. Prompt, effective treatment with miotics, 
carbonic anhydrase inhibitors, and surgery 
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GLAUCOMA-+ SURGERY 


FIGURE 6. Filtering operations lower intra-ocular pressure 
by bypassing the site of obstruction to aqueous outflow. 


can prevent progression of the visual defect. 
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The Uses, Limitations and Abuses 
of Physical Therapy 


DAVID I. ABRAMSON AND CLARA J. FLEISCHER* 


University of Illinois College of Medicine, Chicago 


Puysicar therapy deals with the employment 
of physical agents for the diagnosis and treat- 
ment of various clinical disorders. In many in- 
stances, the procedures can be utilized by the 
general practitioner, provided that he is ac- 
quainted with their physiologic basis and the 
indications and contraindications for their use. 
In addition, a complete evaluation of the pa- 
tient and an understanding of the fundamental 
pathology are essential in order to choose the 
proper modality. The physician also should 
have a clear-cut concept of the psychologic 
and physiologic goals he wishes to attain. 

It must be emphasized that physical therapy 
should not be considered as a last resort for 
undiagnosed painful conditions; such a view 
may lead to disappointment and unwarranted 
disillusionment in the efficacy of the entire pro- 
gram. Furthermore, physical methods should 
not be called on late in the period of inactiv- 
ity after atrophy and contractures have im- 
posed functional limitations which are difficult 
to reverse. 


*Department of Physical Medicine and Rehabilitation, University of 
Illinois College of Medicine, and Research and Educational Hospitals, 
Chicago, Hlinvis. 
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DAVID I. CLARA J. 
ABRAMSON FLEISCHER 


_ The physical agents employed in daily prac- 
tice consist of the use of light, heat, cold. 
water, electricity, sound waves, massage, ma- 
nipulation, exercise and various mechanical 
devices. Some must be applied by skilled pro- 
fessional personnel, since they may be harm- 
ful if improperly utilized: others may be used 
with impunity after a short period of elemen- 
tary indoctrination. 

The purpose of this paper is to acquaint the 
general practitioner with: (1) the scope of 
the field of physical therapy, (2) the indica- 
tions for most of the commonly employed mo- 
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dalities which fall into this category, (3) the 
limitations of such procedures, and (4) the 
possible untoward reactions that might result 
from their use under certain circumstances. 


Thermotherapy 


Heat as a therapeutic agent can be used in 
its radiant, conductive or conversive forms. 

Radiant heat involves the use of the infra- 
red portion of the spectrum which is adjacent 
to the visible light band. A ready source of 
luminous infrared radiation is hot tungsten 
filament or carbon filament electric bulbs com- 
bined with reflectors coated with copper or 
silver. A simple means of applying radiant 
heat is through the use of a heat baker, an 
infrared lamp or an ordinary heat lamp. In 
each instance, the heat is transmitted through 
the air from the radiating source; the latter is 
placed close enough to the surface of the body 
to produce obvious dilatation of the cutaneous 
vessels, which causes the skin to turn pink. 
Although the penetration depth of radiant heat 
is minimal, heat conduction occurs through 
the tissues so that, eventually, muscles located 
a centimeter or even more below the skin may 
be warmed by the modality. 

The therapeutic value of conductive heat- 
ing is achieved by direct contact with the skin. 
Hot water bottles, hot baths, hot moist heat. 
hot fomentations, electric heating pads and 
paraffin baths all supply this type of heat. Al- 
though conductive heat treatments require no 
special apparatus and thus can be carried out 
at home, this type of therapy has the disadvan- 
tage of supplying very little heat penetration. 
However, if heat loss is minimized, as with the 
use of hot moist heat in a tight compartment, 
secondary heating of deep tissues may be 
considerable. 

Conversive heating can be produced by at 
least two different means. One method involves 
application of high-frequency alternating cur- 
rents through the use of long-wave diathermy. 
which has little practical value, or through the 
use of short-wave diathermy, which generally 
employs frequencies of from 13 million to 30 
million cycles per second. In each instance, 
heat is developed in the tissues by virtue of 
their resistance to the passage of the current. 
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Another means of obtaining conversive heat- 
ing is microwave diathermy, in which high- 
frequency electromagnetic waves are focused 
on a small area of skin through which they 
penetrate and are absorbed by the underlying 
tissues. Heat is formed as a result of the elec- 
tromagnetic energy absorption. 

Physiologic basis and rationale for use— 
The application of heat consistently produces 
certain physiologic and metabolic changes. 
This agent acts as a very potent vasodilating 
stimulus, affecting the capillaries and all com- 
ponents of the arterial and venous systems. As 
a result, there is a significant increase in blood 
flow, which may be important in the healing 
of tissues and in the removal of catabolic prod- 
ucts. There is also a greater transudation of 
fluid from the blood stream into the tissue 
spaces and a local increase in phagocytosis. 
Both responses may be important in the locali- 
zation and delimitation of an inflammatory 
process. Finally, heat application accelerates 
the formation of lymph and the rate of lym- 
phatic outflow. 

Besides the direct effect of heat, this agent 
also has the distant action of producing reflex 
or indirect vasodilatation of nonheated por- 
tions of the body. Such a change occurs when 
warmed blood, draining the area exposed to 
the heat, enters the interior of the body and 
eventually passes through the temperature- 
regulating center in the hypothalamus. This 
structure, being very sensitive to even slight 
alterations in the temperature of the circulat- 
ing blood, is stimulated and discharges in- 
hibitory impulses that reach the vasomotor 
centers in the medulla. The resulting reduc- 
tion in the frequency of the formation of vaso- 
constricting impulses destined for the cutane- 
ous arteries and arterioles allows these vessels 
to dilate passively, causing an augmentation 
in cutaneous circulation. 

Among the other effects of the local appli- 
cation of heat are an increase in the rate of 
sweat production and an elevation of the meta- 
bolic needs of the heated tissues. At the same 
time, pain is relieved, although the mechanism 
responsible for this reaction is not clear. Mod- 
erate heat also has a mild sedative effect. 

Clinical application—Because of the differ- 
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ent physiologic responses elicited by heat, this 
agent has had clinical application in a variety 
of conditions. Infrared radiant heating is ef- 
fective in the subacute stage of such traumatic 
conditions as contusions, muscle strain, teno- 
synovitis, sprains and dislocations. It is also 
beneficial in neuritis and neuralgias, in vari- 
ous forms of cutaneous infections, and in non- 
arterial vascular ulcerations. Another use for 
heat is as a preliminary treatment to massage 
and passive and active exercises, to reduce 
spasm and pain. 

Conductive heating applied in the form of 
paraffin baths and warm baths is of value in 
the treatment of rheumatoid arthritis and bur- 
sitis. Hot packs and hot baths are useful in 
overcoming muscular tension and spasm which 
are present particularly in the early stage of 
anterior poliomyelitis. 

When it is necessary to heat deeper struc- 
tures such as muscles and joints, the alterna- 
tive modalities are short-wave diathermy and 
microwave diathermy. Short-wave diathermy 
passes readily through substances which are 
nonconductive, causes good depth of pene- 
tration, produces an even heat, and affects a 
relatively large area of tissue. Microwave dia- 
thermy has the advantage of being more easi- 
ly applied and controlled and is especially 
valuable when concentrated heating is required 
over a small area. 

The application of heat to distant portions 
of the body to produce reflex or indirect vaso- 
dilatation in the limbs is valuable in the treat- 
ment of ulceration and the control of gangrene 
caused by occlusive arterial vascular disor- 
ders. The procedure increases cutaneous blood 
flow without raising the metabolic require- 
ments of the tissues, which would occur with 
the direct application of heat. 

Limitations—Since radiant heating and 
conductive heating have little penetrative ef- 
fect, they are not especially useful in the treat- 
ment of muscle afflictions or of other deeper 
tissues. Instead, they should be used primarily 
for pathologic processes limited to the super- 
ficial layers of the body. 

Under certain circumstances, the use of 
deep heat short-wave and microwave dia- 
thermy actually may produce an exaggeration 
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of symptoms. Such a situation exists if this 
agent is applied in disorders in which the 
ready extension of the acute inflammatory 
process is prevented by the confining location 
of the lesion, as in the case of an acute sub- 
deltoid bursitis. Evidently the hyperemia pro- 
duced by the heat causes further congestion. 
swelling and tension of the diseased tissues 
and increases pain. Deep heat is also of little 
value in the treatment of superficial lesions. 

Contraindications—Local application of 
heat should never be used in the presence of 
occlusive arterial vascular disorders; if ap- 
plied for any length of time, it may cause a 
burn which ultimately may lead to amputa- 
tion of the involved limb. The explanation for 
such a response is as follows: In the presence 
of an impaired arterial circulation, the efti- 
ciency of the cooling effect normally supplied 
by the blood as it circulates through the heated 
tissues is markedly reduced so that the vari- 
ous structures are exposed to the almost full 
effect of the agent. Since the pathologic proc- 
ess in the blood vessel wall interferes with ade- 
quate dilatation, the increase in the heat-pro- 
duced metabolic needs of the tissues does not 
elicit the usual and corresponding augmenta- 
tion of local circulation. The combination of 
these factors may cause the death of already 
poorly nourished tissues. 

Superficial heat is contraindicated in con- 
ditions such as the acute stage of a sprain or 
a fracture in which there is a tendency to 
hemorrhage. It should not be applied to a 
portion of anesthetic skin caused by peripheral 
nerve injuries, since the possibility of pro- 
ducing a burn is enhanced under these cir- 


‘cumstances. 


Short-wave diathermy should not be used 
in the presence of hemorrhagic disorders or 
in the vicinity of existing or suspected malig- 
nancy. It is also advisable to refrain from 
using this modality during menstruation, preg- 
nancy or in the presence of fever and suppura- 
tion. In all these states there may be unde- 
sirable effects from the rather widespread 
hyperemia that occurs. The existence of metal 
in the tissues, such as a hip nail, is also a con- 
traindication to the administration of short- 
wave diathermy. In order to prevent burns. 
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the patient must be protected at all times from 
contact with metal objects that are in the high- 
frequency field. These objections do not ap- 
ply to microwave diathermy, since the result- 
ing hyperemic effect is localized to a small 
area and hence can be controlled more readily. 

General evaluation of method—-When used 
with allowances for its limitations and poten- 
tial dangers, thermotherapy is one of the most 
effective therapeutic agents available in physi- 
cal medicine. 


Massage 


Therapeutic massage. the systematic ma- 
nipulation of the body tissues in the form of 
stroking, kneading or friction movements, is 
considered more typical of physical therapy 
methods than any other modality. 

Physiologic basis and rationale for use— 
Although the evidence is not conclusive. mas- 
sage is believed to increase circulation. Blood 
pressure and pulse rate are not affected: how- 
ever. kneading and stroking massage may 
cause accelerated lymph flow. Depending on 
the type of movement employed, the proce- 
dure has either a sedative or a stimulating 
effect on the nervous system. It does not ap- 
pear to cause any change in the consumption 
of oxygen or in the urinary output of acid 
or base. 

Clinical application Massage has been used 
in treating scars and adhesions in an attempt 
to loosen the tissues and make them more 
amenable to other therapies. It also has had 
clinical trial in the control of such painful 
conditions as muscular soreness, neuritis and 
chronic disorders of the joints. It may be ef- 
fective in reducing swelling of a lymphatic 
origin. 

Limitations—This method has little effect 
in preventing or delaying atrophy of disuse 
following immobilization or lower motor neu- 
ron disease or in increasing muscular strength. 

Contraindications—In the presence of cer- 
tain conditions, massage may produce detri- 
mental effects and therefore should not be 
used. These conditions include acute inflam- 
matory processes, malignant tumors under the 
skin. diseases of the cutaneous and subcuta- 
neous tissues, and inflammation of the super- 
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ficial veins or of the lymphatic channels. 
General evaluation of method—Massage is 
only of limited value as a physical therapy 
modality. In general, it appears to have a 
beneficial psychologic action but a_ highly 
questionable physiologic effect on the patient. 


Ultrasonics 


Ultrasonics is a new field of applied physi- 
cal energy. It consists of the passage of sound 
waves of inaudible frequencies (higher than 
20,000 cycles per second) into the body. As 
a result of the alternate compression and ex- 
pansion of the molecules in the path of the 
waves, frictional heat is produced. The most 
commonly used frequencies for clinical ap- 
plication lie between 800,000 and 1,000,000 
cycles per second. Since ultrasonic waves do 
not travel readily through air, a coupling agent 
such as air-free mineral oil is placed on the 
skin to permit direct penetration of the waves. 
The amount of heat produced with ultrasonics 
depends on the surface area of the sound head 
and the strength of the electric current acti- 
vating it. In clinically used machines, both of 
these factors are controlled to keep the dosage 
within safe limits. 

Physiologic basis and rationale for use— 
The physiologic action of ultrasonics is not 
yet fully understood, particularly with regard 
to effect on the circulation. However, certain 
biologic responses, such as the coagulation 
of egg albumen, alteration in the dispersion 
and solubility of serum protein, and the in- 
activation of a number of enzymes, have been 
established. It is necessary to point out that 
these changes are produced by dosages much 
greater than those used clinically. It also has 
been shown that in certain dosages ultrasound 
will have a destructive effect on tumor cells, 
but will spare normal tissues. 

Clinical application—Because of the pau- 
city of adequate clinical studies, only tenta- 
tive conclusions can be reached regarding the 
therapeutic action of ultrasound. This modal- 
ity has been found effective in certain mus- 
culoskeletal dysfunctions, such as osteoarthri- 
tis, bursitis, myositis and epicondylitis, and 
in some forms of neuralgia. It also has been 
used in treating scars. This type of tissue ab- 
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sorbs a large amount of the ultrasonic ener- 
gy: from the resultant heating effect it be- 
comes more amenable to stretching. Similarly, 
ultrasound may reduce symptoms associated 
with painful amputation neuroma. 

Contraindications—Because of the possi- 
bility that ultrasound may have a deleterious 
effect on growing bone, this agent should not 
be used on young persons. For the same rea- 
son it is contraindicated in fractures in the 
early callus formation stage. Until the effects 
of this energy are better understood, it should 
not be applied over the eyes, the lower cervi- 
cal sympathetic ganglia, the heart. the geni- 
talia or the pregnant uterus. 

The application technic should always con- 
sist of a massaging movement of the sound 
head over the area treated. Stationary applica- 
tion for any period of time may cause cavita- 
tion of the underlying tissues. 

General evaluation of method—Since it is 
generally accepted that there are possible dan- 
gers associated with the use of ultrasonics, 
most workers have tended to utilize minimal 
dosages: and questionable therapeutic effects 
have resulted. Unless experimental and clini- 
cal work enlarges the horizon of its applica- 
bility. ultrasonics would appear to have no 
special advantage over several other physical 
modalities. 


Hydrotherapy 


Hydrotherapy involves the therapeutic ap- 
plication of water to the body. Among the 
large variety of hydrotherapeutic agents are 
the pool, whirlpool bath and Hubbard tank. 

Physiologic basis and rationale for use— 
The physiologic responses produced by water 
are generally of a mild degree. If the water is 
warmed, the heat acts to cause vasodilatation 
of cutaneous vessels. In the whirlpool bath 
and the Hubbard tank, the agitation of the 
water contributes a hydrokinetic force which 
produces hydromassage. 

Clinical application—Because water has a 
buoyant effect, it permits muscles which are 
too weak to work against gravity to be exer- 
cised with ease. It is also an excellent medi- 
um in which to initiate treatment for stiffness 
and painful contractures of muscles. In hydro- 
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therapeutic treatment with the Hubbard tank. 
the entire body is submerged and the variou~ 
portions exercised. The shape of the tank al- 
lows the therapeutist to have full control of 
the patient at all times. 

Contraindications—tew undesirable effects 
can be expected from hydrotherapy if the wa- 
ter is kept at a temperature only slightly high- 
er than normal body temperature. However. 
prolonged submersion of the body may have 
a debilitating effect, particularly in warm 
weather: and maceration of tissue may occur. 

General evaluation of method—Hydrother- 
apy provides a simple and effective means for 
the institution of a rehabilitation program in 
patients who are afraid of pain resulting from 
moving the body or a diseased joint. 


Therapeutic or Corrective Exercises 


Therapeutic exercises are the rhythmic con- 
traction of voluntary muscles in order to main- 
tain, improve or restore their function or to 
increase the range of motion of involved 
joints. Four different types are employed: (1) 
passive exercise, (2) active assistive exercise, 
(3) active exercise and (4) resistive exercise. 

In passive exercise or relaxed movement. 
the operator or a mechanical device moves a 
portion of the patient’s body or the whole 
body while the patient remains relaxed. Ac- 
tive assistive exercise involves the initiation 
of the movement by the patient with the as- 
sistance of the operator or some mechanical 
agent, such as a pulley or weight, to encour- 
age full range of the maneuver. In active or 
free exercise, the patient himself performs 
the movement, at times using the buoyancy 


' of water to counteract gravitational pull. Re- 


sistive exercise permits the patient to use his 
muscles against an opposing force supplied 
either manually by the operator or mechani- 
cally by weights or springs. 

Physiologic basis and rationale for use— 
It is generally accepted that contraction of 
muscles causes a marked increase in local 
blood flow in response to the elevated meta- 
bolic needs of the active tissues. Repeated 
exercise, gradually increasing in_ intensity, 
will help prevent atrophy of disuse and may 
contribute to hypertrophy of the working mus- 
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cles. It also counteracts the state of debilita- 
tion which inevitably follows prolonged bed 
rest. As a result, the negative nitrogen balance 
and the loss of vasomotor control over the 
blood vessels in the lower extremities are mini- 
mized. The improved circulation to bone and 
joint structures will have a beneficial action 
in the prevention of osteoporosis, contractures 
and ankylosis. 

In general, the main objectives in the use 
of therapeutic exercise are an improvement 
in the function of a local group or groups of 
muscles and associated joints and an increased 
efliciency of bodily functions such as metabo- 
lism, circulation, respiration and general mus- 
cle power. 

Clinical application—Passive exercise is of 
value primarily in the treatment of stiff joints 
which the patient finds difficult to move either 
because of mechanical reasons, loss of local 
muscle power, or resultant pain. This ap- 
proach also is useful when contractures, scar 
tissue and muscle paresis due to central or 
peripheral nerve lesions make voluntary move- 
ment almost impossible. When early mobili- 
zation of joints following fractures is indi- 
cated, the procedure may be employed in a 
mild degree. In the case of fibrous ankylosis 
a much greater amount of force can be used. 

General conditioning exercises are useful 
to maintain muscle tone in the bedridden pa- 
tient. In such cases, the therapeutic applica- 
tion of forceful contractions through resistive 
exercise is important. Active assistive exer- 
cise is used generally in mobilizing joints in 
which there may be slight contractures, as in 
arthritis. It also is of value when the muscle 
strength is not sufficient to perform the desig- 
nated movement unassisted. The goal of ac- 
tive assistive exercise is to produce a gradual 
increase in the efficiency of the weak muscles 
so that ultimately it can be replaced by active 
exercise. 

Limitations—It should be emphasized that 
passive movements can never be substituted 
for active contractions, since such a proce- 
dure does not prevent atrophy of disuse or 
elicit the same degree of circulatory response 
observed in active exercise. Therefore, passive 
exercise has only a limited use. 
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Since fatigue counteracts any beneficial ef- 
fects that might be derived from all types of 
exercise, this condition must be avoided. This 
is particularly true in anterior poliomyelitis, 
in which prolonged exercise beyond the ca- 
pacity of the tissues may lead to temporary or 
even permanent loss of muscle function. Fur- 
thermore, when deciding on the speed of mus- 
cle contraction to be used, it is necessary to 
consider factors other than the state of these 
tissues. For example, if the condition of the 
joints involved in the movement is not evalu- 
ated, such structures may be damaged to the 
extent of producing more muscular spasm. 

Contraindications—Although properly per- 
formed exercise rarely causes adverse re- 
sponses, incorrect procedures may result in 
irreparable harm. This applies particularly to 
the overly strenuous use of the modality in the 
presence of a fracture, a repaired tendon or 
nerve, or the premature and unnecessarily 
vigorous movement of a joint following in- 
jury. Exercise should not be used in the pres- 
ence of acute inflammatory or infectious dis- 
eases or in possibly hemorrhagic conditions. 

General evaluation of the method—Thera- 
peutic exercises are of great value in the re- 
habilitation of a patient who has been at com- 
plete bed rest or who has an extremity injury 
resulting in atrophy of disuse. The procedure 
is also necessary in the re-education of de- 
nervated muscles. 


Therapeutic Electric Stimulation 


Therapeutic electric stimulation consists of 
the percutaneous application of small amounts 
of electric current to elicit contraction of the 
underlying muscles. Types of current gener- 
ally used are direct (galvanic or twitch) and 
alternating (faradic or tetanizing). The skin 
areas which are stimulated are called motor 
points and are located approximately over 
the site at which the motor nerve enters the 
muscle to be distributed to the various muscle 
components. 

Physiologic basis and rationale for use— 
Although applied to the skin, the current pene- 
trates to cause direct contraction of muscles 
even in the absence of nervous innervation. 
Such response helps to maintain the nutri- 
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tion of the muscles and thus delays atrophy 
of these structures. 

Clinical application—The low-frequency 
current is used in conditions in which normal 
voluntary contraction of muscles is lost or 
diminished because of interruption of nerve 
conduction. It prevents atrophy of a partially 
denervated muscle until nerve regeneration 
can occur. In lower motor neuron diseases it 
is used primarily for muscle re-education and 
identification of individual muscle functions. 
The greatest value of electric stimulation is 
in functional paralysis resulting from trau- 
matic neurosis, hysteria or neurasthenia. In 
all cases it is necessary to avoid muscle fatigue 
by allowing an adequate rest period between 
contractions. 

Limitations contraindications —Elec- 
tric stimulation is not effective in the treat- 
ment of totally denervated muscles unless it is 
used with the understanding that, through pas- 
sive activation of muscle fibers, muscle bulk 
will be maintained until nerve continuity can 
be restored surgically. This procedure also has 
no benefit in myopathic diseases. It should 
never be employed as a substitute for volun- 
tary muscle contractions or used in the early 
stage of tendon or nerve repair. 


General evaluation of method—The thera- 
peutic efficacy of low-frequency current in 
muscle stimulation has been a subject of great 
controversy. If this modality is used wisely 
and with the knowledge of its therapeutic 
limitations, it can be a useful tool. 


Summary 


Many of the commonly employed physical 
therapy modalities can be used readily by the 
general practitioner if he is willing to ac- 
quire a working knowledge of the field. Such 
knowledge will enable him to prescribe the 
proper treatment and to supervise the regi- 
men to be carried out by the physical thera- 
peutist. It is necessary to emphasize that the 
responsibility for the therapeutic program and 
for any adverse results rests fully on the physi- 
cian who initiates the treatment. 

Finally, it must be recognized that all physi- 
cal therapy modalities are geared not merely 
toward the relief of pain or the increase in 
strength of local muscle groups, but primarily 
toward the goal of total rehabilitation of the 
patient. Residual capacities should be exploit- 
ed through exercise and self-help devices in 
order to make the individual less dependent 
on others for his daily living activities. 
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Surgical Emphysema 


WALTER ZINGG* AND COLIN C. FERGUSON+ 


Children’s Hospital and University of Manitoba, Winnipeg 


I Winnipeg during the past four years, 
massive surgical emphysema with pneumo- 
mediastinum and pneumothorax has occurred 
in 18 cases complicating a variety of medical 
and surgical conditions. In most instances the 
complication was of a critical nature requir- 
ing immediate and effective treatment. Four 
of the patients died. Because of the apparent 
frequency of this condition and its serious- 
ness, we felt that a review of these 18 cases 
would be of interest. 


Case Reports 


Case 1—-A three and one-half year old girl 
slipped and fell while playing in the founda- 
tion of a new construction, hitting the an- 
terior portion of her neck on a steel pipe. 
The neck tissues began to swell immediately 
and the child was rushed to the hospital. On 
arrival she was semicomatose, struggling and 
markedly cyanosed. Extreme surgical emphy- 
sema of the scalp, face, neck and entire trunk, 
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including the upper thighs, was present. A 
bruise was noticed over the anterior portion 
of her neck. The surgical emphysema was 
progressing rapidly, and within a few min- 
utes it extended from scalp to toes. The child’s 
condition was critical. 

The attending intern started to do an emer- 
gency tracheotomy. When he incised the skin 
and anterior neck muscles, air gushed out 
and the child’s condition improved imme- 
diately. The tracheotomy was completed later 
in the operating room after intratracheal in- 
tubation. Roentgenograms taken at that time 


287 


2 
F 
} | 
f 
| 
| 
| 
) 
| 
| 
4 
| 
\ 
| 
| 
| 
= 
: 


FIGURE 1. Case 1. Extensive subcutaneous and mediastinal emphysema and bilateral pneumothorax due to trauma to ) 
the neck; films taken immediately following emergency tracheotomy. 


showed massive subcutaneous and mediastinal — age was instituted on the right side, and the 
emphysema. Pneumothorax was present bi- air from the left side of the chest was aspi- 
laterally. Underwater closed catheter drain- rated through a needle. The child recovered 
| 
) 


FIGURE 2. Case 1. After institution of underwater drainage in the right pleural cavity and aspiration of the left pleural 
cavity, there is no appreciable change in the extent of the subcutaneous emphysema. 
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FIGURE 3. Case 1. At discharge from the hospital 10 days after the accident. The tracheotomy tube has been removed. 
Both lungs are expanded and clear. There is no evidence of subcutaneous emphysema. 


uneventfully and the tracheotomy tube was 
removed after a few days (figures 1 to 3). 

Comment—This case represents the rapid 
development of critical subcutaneous and 
mediastinal emphysema with bilateral pneu- 
mothorax after trauma to the neck. 

Case 2—A nine year old girl fell while 
riding her bicycle, striking her neck on the 
handle bar. Two hours later she noticed pain 
over the left side of her chest. Four hours 
after the accident she was dyspneic and cya- 
nosed, and a crepitant swelling of the face. 
neck and anterior chest wall developed rapid- 
ly. She was rushed to the hospital. A bruise 
over the lower anterior portion of the neck 
was noted, as well as massive subcutaneous 
emphysema. A chest roentgenogram did not 
disclose pneumothorax or mediastinal emphy- 
sema. Bronchoscopic examination revealed a 
small tear in the anterior trachea just below 
the cricoid cartilage. Tracheotomy was done 
at once. The surgical emphysema subsided 
rapidly and the child recovered uneventfully. 

Comment—lIn this case the subcutaneous 
emphysema did not appear until several hours 
after the tracheal injury. 


March 1957 


Cases 3 to 13—In 11 cases surgical emphy- 
sema followed tracheotomy. Six of these pa- 
tients were boys, four were girls, and one was 
a 20 year old man. In nine, the respiratory 
tract obstruction was caused by acute la- 
ryngotracheobronchitis. The youngest of these 
nine patients was six weeks old, the oldest 
four years. The clinical course was similar in 
all cases. Severe progressive dyspnea was the 
indication for performance of tracheotomy. 
Afterward. the dyspnea persisted or recurred 
after a short time. Signs of unilateral or bi- 
lateral pneumothorax were noted, and in four 
cases subcutaneous emphysema was present. 
Roentgenographic study confirmed these find- 
ings and also disclosed mediastinal emphy- 
sema in all cases (figure 4). 

The surgical emphysema may have been a 
complication of the laryngotracheobronchitis 
or of the tracheotomy. In two cases. roent- 
genograms taken immediately before or after 
tracheotomy failed to show any evidence of 
surgical emphysema and therefore exclude 
the possibility of pre-existing emphysema due 
to the disease. In the other cases it is im- 
possible to determine the etiology. 
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In one case the clinical symptoms were not 
very marked, the child was observed closely. 
and the surgical emphysema resolved without 
specific therapy. The other patients became 
quite ill—some of them critically—and_ fur- 
ther treatment was required immediately. The 
air was removed from the pleural cavity either 
by aspiration or by closed underwater drain- 
age (figure 5). In one case the child’s condi- 
tion improved temporarily after aspiration of 
bilateral pneumothorax: then the child died 
suddenly. At autopsy. both lungs were col- 
lapsed. The pneumothorax must have re- 
curred, leading to death. 

Two other patients in this group died. One 
was a three month old infant in whom mod- 
erate subcutaneous emphysema of the neck 
and anterior chest developed following tra- 
cheotomy. The infant’s condition was poor, 
but it was felt that this was not due to the 
surgical emphysema but rather to heart-fail- 
ure, and treatment of the emphysema was 
deferred. 

The third patient who died was a six week 
old infant. After a smooth post-tracheotomy 


course, progressive respiratory distress be- 
came apparent following extubation on the 
thirteenth day. The tracheotomy tube was re- 
placed hurriedly, and intermittent positive 
pressure applied to the tube. The child died 
within a few minutes, and autopsy revealed 
marked mediastinal emphysema and bilateral 
pneumothorax. It appears likely that the tra- 
cheotomy tube was reinserted into the ante- 
rior tracheal compartment rather than into 
the trachea itself. Positive pressure applied 
to the tube produced tremendous aggravation 
of the mediastinal emphysema and resulted 
in bilateral pneumothorax. 

In two cases, tracheotomy was performed 
for conditions other than acute laryngotra- 
cheobronchitis, and surgical emphysema de- 
veloped subsequently. One of these patients 
was a seven month old child in whom elective 
tracheotomy was performed to relieve repeated 
episodes of acute respiratory distress due to 
paresis of the left vocal cord. Pneumothorax 
affecting the left side was aspirated once. The 
mediastinal and subcutaneous emphysema sub- 
sided spontaneously. The other patient was 


FiGuRE 4. Chest films of two and one-half year old girl taken three and one-half hours following tracheotomy for 
acute laryngotracheobronchitis. Bilateral pneumothorax and mediastinal and subcutaneous emphysema. 
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FIGURE 5. Same patient as in figure 4. Catheters have 
been introduced into both pleural cavities, with under- 
water drainage. The lungs have re-expanded; small 
pneumothorax still present bilaterally. 


a 20 year old man suffering from bulbar 
poliomyelitis. He was unable to swallow, and 
tracheotomy was performed under local anes- 
thesia while he was in a tank respirator. The 
patient was in shock and cyanosed for several 
hours (mediastinal emphysema) and then im- 
proved without further treatment. X-ray 
studies were not done in this case. 

Case 14—Immediately following tonsillec- 
tomy and dental extraction, massive subcu- 
taneous emphysema of the face, neck and 
chest developed in a four year old girl. Roent- 
genographic study disclosed pneumomedias- 
tinum, retropharyngeal emphysema, tension 
pneumothorax and massive pneumoperito- 
neum. A catheter was inserted hurriedly into 
the left side of the chest with underwater 
drainage, and the child recovered rapidly and 
uneventfully. 

Comment—A report of this case appeared 
in the Canadian Medical Association Journal.' 
Surgical emphysema complicating tonsillec- 
tomy or dental extraction is rare, but it can 
be very serious. as illustrated by this case. 
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The occurrence of massive pneumoperitoneum 
is unusual. 

Case 15—Ten minutes after tonsillectomy 
had been performed in the case of a three 
and one-half year old girl, a swelling of the 
head, neck and chest was noted. A chest film 
showed left pneumothorax with almost com- 
plete collapse of the left lung. The patient’s 
condition remained satisfactory, and she was 
kept under close observation. Three days later 
the left lung was 50 per cent re-expanded. 
Within five days the subcutaneous emphysema 
had disappeared. 

Comment—Less extensive subcutaneous 
emphysema following tonsillectomy easily may 
be missed. 

Case 16—A 46 year old man had a recur- 
rence of an epidermoid carcinoma of the 
tongue following irradiation. A radical ex- 
cision was elected, to include the lesion, man- 
dible and neck nodes. Toward the end of the 
operative procedure, while the floor of the 
mouth was being closed, difficulty in respira- 
tory exchange was noticed. Tracheotomy 
(which is done routinely at the end of the 
operation) was carried out immediately and 
a small amount of blood was aspirated from 
the trachea. A chest film made with a portable 
machine revealed subcutaneous emphysema 
in the neck and thoracic wall, and bilateral 
pneumothorax. Bronchoscopic examination 
was done through the tracheotomy opening, 
and the main bronchi were found to be clear. 
The air in the chest was aspirated, and res- 
piration was maintained by the anesthetist 
through the tracheotomy. The patient’s con- 
dition deteriorated and death occurred within 
a short time. 

Autopsy disclosed mediastinal emphysema, 
bilateral pneumothorax, subcutaneous emphy- 
sema and pulmonary atelectasis. Both pleural 
domes were intact. 

Comment—Respiratory difficulty was pres- 
ent prior to performance of tracheotomy. Dur- 
ing a neck dissection, air can be sucked into 
the chest through fascial spaces in the neck. 

Case 17—An eight year old girl had a se- 
vere attack of asthma, and shortly after its 
onset subcutaneous emphysema developed in 
the neck and supraclavicular regions. X-rays 
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FIGURE 6, Case 17, X-rays show small left-sided pneumothorax, subcutaneous emphysema in both supraclavicular 
regions, and mediastinal emphysema which followed an attack of asthma. 


revealed mediastinal emphysema and a small 
left pneumothorax. The child was watched 
carefully, and after the asthmatic attack sub- 
sided the air absorbed and she recovered 
uneventfully (figure 6). 

Case 18--A 21 year old primipara de- 
livered her baby three weeks past term. 
Twenty minutes after delivery the patient’s 
face was noted to be “edematous.” Three 
hours thereafter, marked surgical emphysema 
of the face, neck and chest developed and the 
patient became short of breath. A chest roent- 
genogram showed marked subcutaneous and 
mediastinal emphysema. She was cbserved 
closely, but two hours later the emphysema 
was more marked and respiratory distress 
was serious. A superior mediastinotomy was 
performed and suction applied. Relief was 
immediate, and the patient recovered without 
incident. 


Discussion 


Air can enter the pleural cavity through 
four routes. 
1. It may enter through a wound in the 
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chest wall. Intrapleural pressure is less than 
atmospheric pressure, and air will be sucked 
into the pleural space from the outside until 
the pressures are equal. 

2. Air may enter the pleural cavity through 
a hole in a lung. A force acting from the out- 
side (such as a fractured rib puncturing the 
lung) or an inside disruption (such as rup- 
ture of a pulmonary bleb) may disrupt the 
continuity of the visceral pleura and of the 
underlying lung. 

3. If air is allowed to enter certain tissue 
spaces of the neck, it then may track down 
to the mediastinum and, following rupture 
of parietal pleura, produce pneumothorax. 
This may occur through neck wounds, surgi- 
cal incisions or perforating tracheal injury 
or around a tracheotomy tube. 

4. A pulmonary alveolus may rupture, pro- 
ducing pulmonary interstitial emphysema. The 
air may force its way along into the pul- 
monary hilar tissue spaces and then into the 
mediastinum. A break in the parietal pleura 
will then result in pneumothorax. 

We have not observed any instances of air 
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entering the mediastinum from the retroperi- 
toneal space* or peritoneal cavity.*" These 
are rare pathways. Subcutaneous emphysema 
following rib fractures and open chest trauma 
are not included in this series. 

The patients with tracheal laceration ob- 
viously had air pumped into the spaces of the 
neck and into the mediastinum by respiratory 
efforts. Crying increased the amount of air 
being pushed into the neck and mediastinum 
and thus established a vicious circle, causing 
increased dyspnea and further apprehension. 

In cases of acute laryngotracheitis it is dif- 
ficult to determine the exact mechanism of the 
development of surgical emphysema. An al- 
veolus may rupture during a forced expiration 
or air may enter the mediastinum through the 
tracheotomy wound. 

In most instances it must be considered that 
the tracheotomy wound was the cause of the 
surgical emphysema and the subsequent pneu- 
mothorax.” In our hospital. all tracheotomies 
are done, when possible, either with a broncho- 
scope in place (as suggested by Michels") or 
with an intratracheal catheter. The anesthesia 
employed is of necessity very light. Some- 
times, during the operative procedure, violent 
respiratory movements can cause air to be 
sucked down into the mediastinum through 
the wound and into the tissue spaces. Similar- 
ly, after the tracheotomy tube has been intro- 
duced into the trachea, the patients frequently 
become very light, and, in attempting to cry. 
may force air around the tracheotomy tube 
out into tissue spaces. 

Some of the tracheotomies in this series 
were performed with a vertical incision, others 
with a transverse incision. Care was taken not 
to injure the pleural domes. To allow easy 
escape of any air, all wounds were left open 
or were closed very loosely. Despite these 
measures, surgical emphysema did occur. 

We believe the tracheal opening for tra- 
cheotomy should be made in such a way that 
the tube fits snugly. If the opening is larger 
than the tube or is irregular in shape, air may 
be forced around the tracheotomy tube into 
tissue spaces during attempts to cough or 
during periods of partial obstruction (tracheal 
aspiration ). 
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The occurrence of mediastinal emphysema 
and pneumothorax in adults as a complica- 
tion of tracheotomy appears to be quite rare. 
Forbes and Salmon’ reviewed the literature 
and found that the patients in all the reported 
cases were children. The only adult in the 
series herein reported was the patient with 
poliomyelitis. 

Tracheotomy is a lifesaving procedure in 
severe laryngotracheitis, but it is not without 
risk. If the surgeon is aware of the possible 
complications and maintains a careful watch 
over the patient following tracheotomy, he 
may recognize them early and treat them 
promptly to avoid a fatality. 

In the cases in which surgical emphysema 
developed following tonsillectomy,* we believe 
that the air probably entered tissue spaces in 
the neck through a tonsillar bed. This entry 
of air appeared to be precipitated by violent 
respiratory effort while the patient was com- 
ing out of anesthesia. In one case, air infil- 
trated over the entire body, producing pneu- 
momediastinum, bilateral pneumothorax, 
retropharyngeal emphysema and finally severe 
pneumoperitoneum. 

Mediastinal emphysema and pneumo- 
thorax are rare but well-known complications 
of neck operations.” '* In the one such case 
included in this series, the condition was 
recognized and treated, but unsuccessfully. 
The air enters the chest either along the carot- 
id sheath or through the space deep to the 
middle layer of the deep cervical fascia. Dam- 
age to the pleural domes during neck dissec- 
tion can occur, but in this instance was dis- 
proved at autopsy. 

In the cases of surgical emphysema and 
pneumothorax complicating a severe attack 
of asthma’ and the rigors of childbirth, it 
appears likely that the initial pathogenic fac- 
tor was the rupture of a pulmonary alveolus. 
This no doubt occurred as a result of forced 
respiratory efforts against obstruction. The 
air then escaped through the pulmonary tissue 
and tracked along under the visceral pleura 
into pulmonary hilar tissue spaces and then 
into the mediastinum and into the neck. The 
parietal pleura over the mediastinum is very 
thin and tears easily, so that pneumothorax 
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may occur readily. Macklin and Macklin" 
have discussed this mechanism extensively. 
The occurrence of surgical emphysema dur- 
ing or after childbirth is rare, but a number 
of cases have been reported and minor cases 
easily may be missed.'* Surgical emphysema 
is a known complication of vigorous attempts 
at resuscitation in the newborn. So-called 
spontaneous surgical emphysema of the new- 
born is said to be due to excessive expiratory 
effort following the inhalation of meconium 
or mucus.'® 

All the patients became critically ill as a 
result of their extensive surgical emphysema. 
Four died. Obviously, therefore, if the lives 
of such patients are to be saved, the compli- 
cation must be recognized early and treated 
promptly and efficiently. 

The mechanism of death is of two types. 
Mediastinal emphysema may develop so great 
a pressure that cardiac function is disturbed 
or the trachea collapses. Suprasternal incision 
of the neck tissues relieved the pressure in two 
of the cases reported and improved the pa- 
tients’ condition promptly. In other instances 
the lesion was primarily unilateral or bilateral 
tension pneumothorax. Withdrawal of air 
either through a needle or preferably through 
a chest catheter with underwater bottle trap 
effectively treats this lesion. It is important 
to stress that if single aspiration of the pleural 
space through a needle is employed, the pa- 
tient must be watched carefully for any signs 
of recurrence of the tension pneumothorax. 
Even with a closed thoracotomy catheter in 
place, the patient must be kept under close 
surveillance, as the catheter may become 
plugged and the tension pneumothorax may 
again occur. 


Summary 


We have reviewed 18 cases of serious surgi- 
cal emphysema with mediastinal emphysema 
or pneumothorax. The complication occurred 
in a variety of medical and surgical condi- 
tions. Most patients were critically ill, and 
four died. In two cases of massive surgical 
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mediastinal emphysema, lifesaving treatment 
consisted of making an incision through the 
skin and tissues of the neck, releasing trapped 
air. In the other cases the critical condition 
of the patients was due primarily to the de- 
velopment of unilateral or bilateral tension 
pneumothorax. Prompt aspiration of air, pref- 
erably by chest catheter with bottle trap drain- 
age, produced marked improvement. 

This paper stresses that serious surgical 
emphysema and pneumothorax are not con- 
fined to chest injuries but may complicate a 
variety of other conditions. Unless they are 
recognized promptly and treated adequately. 
they may lead quickly to death. 


We are indebted to Drs. I. H. Beckman, R. L. Cooke, 
J. Farr, J. T. MacDougall, H. Medovy, N. P. Merkeley. 
M. B. Perrin and G. C. Stevens for permission to in- 
clude their patients in this presentation. 
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Carcinoma of the Stomach 
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Carcinoma of the 
stomach is the second 
most frequent cancer 
in men, being super- 
seded only by cancer 
of the lung. 

I shall describe two 
very interesting cases, 
and I am indeed grate- 
ful to Dr. Pipik for 
securing these patients 
for me. Both of these 
men are 59 years of age, which is of interest. 

Mr. R. first had some difficulty with his 
stomach in 1930. In 1946 a diagnosis of pep- 
tic ulcer was made. He does not know just 
where the ulcer was, but he was put on a die- 
tary regimen. In 1951 a diagnosis of peptic 
ulcer was again made, and at that time an 
x-ray disclosed an ulcer crater in the duo- 
denum and a markedly deformed antral re- 
gion which suggested a crater on the lesser 
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curvature of the stomach. A dietary regimen 
apparently controlled the condition very well. 
An x-ray examination six weeks later showed 
that the ulcer had healed, and four months 
later it was still healed. 

He got along quite well until four days 
prior to hospitalization on September 10, 
1956, when he experienced persistent epigas- 
tric pain following the eating of stuffed pep- 
pers and two ears of corn on the cob for din- 
ner. The pain was not relieved by antacids 
or milk, and was different from the distress 
he had had previously. He vomited a small 
amount of clear fluid. 

He weighed 3 lb. more than his ordinary 
weight, or 143 rather than 140 lb. Examina- 
tion was negative except for mild epigastric 
tenderness with some muscle guarding. A gas- 
trointestinal series revealed a large gastric 
ulcer on the lesser curvature with a deformity 
of the duodenal bulb. Laboratory findings 
were negative. Hematocrit was 53. Gastric 
analysis disclosed free hydrochloric acid vary- 
ing from 35 to 47 units. 

On October 8 subtotal gastrectomy was done 
on this patient. 

This case represents an interesting prob- 
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lem, that of a man who had an ulcer tendency 
for a number of years and who ended up with 
a gastric ulcer although originally he had a 
duodenal ulcer. I think it illustrates too the 
relatively bad results of conservative treat- 
ment of gastric ulcer. | would agree thorough- 
ly with everything Dr. Crile* said earlier 
about conservatism in treatment of duodenal 
ulcer. Duodenal ulcer and gastric ulcer are 
different diseases, and | believe one should 
make every attempt to treat duodenal ulcer 
conservatively. There are some indications 
for surgical intervention in duodenal ulcer: 
perforation, massive hemorrhage and obstruc- 
tion. There also is a small group of intractable 
cases (not more than 2 or 3 per cent) in 
which operation is indicated. 

Gastric ulcer, on the other hand, responds 
poorly to medical treatment. The recurrence 
rate is high (20 to 40 per cent), and although 
hemorrhage and perforation are not as com- 
mon as in duodenal ulcer, when they do occur 
they are much more dangerous. Another reason 
that I believe we should not treat gastric ulcer 
conservatively is that it is impossible for any- 
one—and | mean anyone—to distinguish be- 
tween a benign and a malignant ulcer until 
one gets serial sections of the entire ulcer. Be- 
fore | go into that, | would like to present the 
second patient. 

This patient was admitted to the hospital 
for the first time on August 7, 1956, complain- 
ing chiefly of abdominal pain of two months’ 
duration. The pain is epigastric and radiates 
to the left anterior portion of the chest. It 
also extends substernally and into the neck 
and shoulders immediately after eating. The 
patient does not gain relief by changing his 
position but is relieved by administration of 
medicaments. 

This man was extremely anoretic during the 
months before admission and lost approxi- 
mately 10 lb. He relates that he had stomach 
trouble in 1936 or 1937, at which time he had 
a gastrointestinal series, but he does not know 
the results of that examination. 

On admission to the hospital, physical ex- 
amination was virtually negative. In addition 
*Crile, George, Jr.: The basic principles of gastric sur- 
gery. (To be published in PostcrapuaTe MEDICINE.) 
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to some mild right upper abdominal tender 
ness with slight muscle guarding, he did show 
an increased sedimentation rate, a finding 
not present in the first case I described. Ana- 
cidity was present even after histamine. Hemo- 
globin was 8 gm. An x-ray revealed a large 
filling defect at the upper end of the stomach 
and an enormous mass constricting the stom- 
ach and extending up toward the cardia. 

| think both of these gentlemen may go out 
now. | want to thank them very much for 
coming. 

The second patient underwent exploratory 
laparotomy on September 13, with biopsy of 
the liver and omentum. A relatively large 
lesion of the esophagus or cardiac end of the 
stomach adhered to the left leaf of the dia- 
phragm by numerous metastatic nodules. Nu- 
merous metastatic nodules also were found 
throughout the entire liver, implanted on the 
peritoneum, and in the omentum and colon. 
Nothing was done except exploration. A biop- 
sy was taken, and microscopic examination 
revealed adenocarcinoma with disseminated 
metastases throughout the peritoneal cavity. 

I would like to give you our results in treat- 
ment of carcinoma of the stomach. Dr. Crile 
mentioned that generally the figures are not 
good. The over-all survival rate for all patients 
admitted to institutions with a diagnosis of 
carcinoma of the stomach is only about 5 per 
cent throughout the United States. Only about 
50 per cent of these cases are operable, 20 
per cent are resectable, 17 per cent of the 
patients survive resection, and only 5 per cent 
are alive five years later. 

I agree with Dr. Crile that we cannot im- 
prove these results by doing more radical op- 
erative procedures, but | do not believe that 
there is nothing we can do to improve them. 
We can improve them, not by extending the 
operation but by extending the indications 
for operation. 

I like to tell undergraduate students that if 
we are to increase the salvage rate in the treat- 
ment of gastric cancer we will have to treat it 
when we cannot diagnose it. What I mean is 
this: If we wait until cancer of the stomach is 
diagnosable clinically, it is too late. 

The series of cases I shall describe consists 
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of 258 cases of malignant lesions of the stom- 
ach. They are unselected, consecutive cases. 
In 96 per cent the lesions were carcinoma, 
and the others were leiomyosarcoma, reticu- 
lum cell sarcoma, and Hodgkin’s disease. 

Gastric cancer is primarily a disease of 
males, and the age incidence in our series 
corresponds with that of carcinoma generally: 
that is, the incidence is greatest in the sixth 
and seventh decades of life. A little more than 
two-thirds of our patients were males. Their 
average age was 57 years: the average age of 
the women was 60 years. 

The lesions were diffuse in 65 per cent, 
ulcerative in 22 per cent, and polypoid in 11 
per cent. 

The average duration of symptoms and 
signs was 8.4 months. and the weight loss 
averaged 25 lb. We are convinced that weight 
loss is a very important manifestation in gas- 
tric cancer. | was very impressed with the fact 
that the first patient | presented here had 
gained 3 lb. The other patient had lost weight. 
although it is obvious that one would lose 
weight with such an extensive lesion. 

Weight loss was the most prominent mani- 
festation in our cases of gastric cancer. Pain 
was present in 85 per cent: nausea in 58 per 
cent; tenderness in 55 per cent: anorexia in 
52 per cent; simple vomiting in 47 per cent: 
a palpable mass in 45 per cent; retention 
vomiting in 20 per cent: melena in 19 per 
cent, and dysphagia in 16 per cent. 

The roentgenologist could make a diagnosis 
of gastric cancer in almost 97 per cent of our 
series. | presume I should be proud of that, 
because it means we have a good department 
of roentgenology. On the other hand. I hope 
the time will come when someone can get up 
before an audience such as this and say that 
in the series of gastric cancer cases he is pre- 
senting the roentgenologist could make a diag- 
nosis of gastric cancer in only 10 per cent. 
If that were the case I believe the results 
would be much better. Most clinicians have 
maintained that it is easy to diagnose gastric 
cancer. It is easy if one waits long enough. 
The time to treat gastric cancer is when it is 
hard to diagnose. Although we frequently are 
told that gastric cancer can be diagnosed by 
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x-ray in more than 90 per cent of cases, that 
statement refers to advanced disease. The 
point I want to make it this: Do not wait until 
gastric cancer can be diagnosed as such, be- 
cause then it is too late. This is no discredit 
to the roentgenologists. Certainly they cannot 
make a diagnosis until the lesion is large 
enough and characteristic enough, but we are 
diagnosing terminal stages. 

In our series a palliative operation was done 
in 44 per cent. procedures other than resec- 
tion in 20 per cent, subtotal gastrectomy in 
15.8 per cent, total gastrectomy in 5.3 per 
cent, and esophagogastrectomy in 3.2 per cent. 
Let me explain what I mean by palliative 
operation or procedure. We have arbitrarily 
made a clinical designation “palliative resec- 
tion” in all cases in which there was gross ex- 
tension or evidence of gross extension beyond 
the stomach. Many of these can be cured, as 
I will show you a little later. In 23 per cent a 
biopsy or an exploration was done. In 13 per 
cent an operation was not warranted. A sub- 
total resection in those cases in which the 
lesion apparently was limited to the stomach 
was done in 11 per cent. The patient refused 
operation in 6.5 per cent of the cases. Curative 
total gastrectomy was done in only four cases 
(1.6 per cent), and curative esophagogastrec- 
tomy in only one case. Therefore we find that 
the palliative operation was done in 44 per 
cent, and that exploration and laparotomy, 
operation refused, or operation not indicated 
account for 43 per cent. Curative resection 
was done in only 12 per cent. That is because 
we are operating on patients with advanced 
disease. 

Which operation should be done? Dr. Crile 
stated that an ultraradical procedure is not 
necessary. and | agree. | am convinced that 
in most cases of gastric cancer an operation 
which I like to designate a radical subtotal 
procedure is all that is necessary. 

The literature on treatment of gastric can- 
cer illustrates that the procedures under the 
heading of “gastrectomy” vary from actually 
nothing more than a biopsy to a good opera- 
tion. Total gastrectomy. of course. means the 
removal of the entire stomach, but when sur- 
geons speak about subtotal gastrectomy it ap- 
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parently can mean anything, and that is why 
I am going to define what I mean by radical 
subtotal resection. 

Most cases of gastric cancer, particularly 
those in which the lesion is limited to the dis- 
tal half of the stomach (where most of them 
are), can, I believe, be treated just as satis- 
factorily by radical subtotal gastrectomy as by 
total gastrectomy, and certainly the morbid- 
ity is a great deal less. 

In treatment of any cancer it is necessary 
to remove the regional lymph nodes together 
with the viscus. The nodes that must be re- 
moved in gastric cancer are those around the 
left gastric vessels and around the celiac 
axis, pancreaticolinal nodes (and, because of 
this, one must remove the spleen), the right 
gastric nodes, subpyloric nodes, subhepatic 
nodes, and the so-called paracardial nodes, the 
group around the lower end of the esophagus. 

We do an en bloc excision of all the lesser 
curvature of the stomach up to the esophagus, 
the greater curvature up to within 5 or 6 cm. 
of the esophagus, the lesser omentum, the gas- 
trohepatic omentum, the greater omentum, 
and the gastrocolic omentum. We remove the 
first portion of the duodenum because lesions 
which are limited to the antral portion of the 
stomach do extend beyond to the duodenum 
in about one-fourth of the cases, and we re- 
move the spleen. 

The remaining pouch is about as big as my 
thumb, and this is anastomosed to the jeju- 
num. We usually use a retrocolic anastomosis, 
although in treating cancer | do not think it 
makes much difference whether one does a 
retrocolic or an antecolic anastomosis. 

In determining the survival rates in our 
cases, we consider every patient. It is hard 
for me to understand why surgeons frequently 
exclude from consideration those who died 
as a result of the operation. One of my friends 
to whom I| spoke about this said. “Well. how 
could they survive five years if they don’t sur- 
vive the operation?” It is obvious that they 
cannot. But how can they survive five years 
if they do not survive four years? Why not 
begin at four years and determine survival 
rates? One must consider all the. patients. The 
operation is as much a part of the disease as 
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the disease itself, because otherwise there 
would be no indication for operation. 

The survival rate for our patients on whom 
resection was done takes into account all 
deaths. We have assumed that all deaths are 
due to the disease, whether they result from 
the operation or from an automobile accident 
later. Our results as far as the cancer is con- 
cerned actually are better than they seem, be- 
cause 15 per cent of persons in this age group 
in the general population are dead at the end 
of five years even though they do not have 
cancer. We have a survival rate of 21 per cent 
over five years. 

Twelve per cent of the patients who under- 
went the so-called palliative subtotal resection 
are alive at the end of five years. Many of 
them are cured. Again I want to emphasize 
that the term “palliative” is a clinical designa- 
tion indicating gross extension beyond the 
stomach. In most of these cases there were 
lymph node metastases. 

A little less than two-thirds of the patients 
in the group without clinical or gross evidence 
of extension beyond the stomach are alive and 
apparently well at the end of five years. 

Obviously, a patient who has nodal involve- 
ment represents a more advanced case, but 
that does not mean that a certain number of 
them cannot be salvaged. We were able to sal- 
vage 12 per cent. 

Our five year follow-up includes 98.5 per 
cent of the cases. Of that group, 9.5 per cent 
of the patients are alive over five years. That 
figure is higher than the 5 per cent generally 
reported, and the reason it is higher is be- 
cause we are operating on many patients with 
lesions which clinically are not cancer. Where- 
as 90 per cent have died, we have been able 
to increase the salvage rate. 

An interesting finding, and one which | 
cannot explain, is that the five year salvage 
rate is just twice as high for women as for 
men. I always knew that women were better 
than men but I did not realize it applied to 
the survival rate from carcinoma of the stom- 
ach. Incidentally, it applies to carcinoma of 
the lung as well. The latter disease is rare in 
women, but the five year salvage rate among 
women subjected to pneumonectomy is about 
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twice as high as the rate is among men. 

The patients who survived had an average 
duration of symptoms of 11.3 months. Their 
weight loss averaged 13.9 lb. Among those 
who did not survive for five years the dura- 
tion averaged 7.6 months, and the weight loss 
25.9 lb. Why should the group which sur- 
vived have a longer history? | believe there 
are two reasons: (1) Their lesions were in- 
herently of a more benign type. and (2) prob- 
ably some of them had benign lesions first. | 
am perfectly aware that many people are un- 
willing to admit that benign gastric ulcer 
undergoes malignant change. | think it does. 
It does not take a lot of imagination on my 
part to envision a gastric mucosa or mucous 
membrane such as the gastric mucosa which 
is so likely to undergo malignant change that 
the persistence of an ulcer or a scar over a 
period of years may turn into a cancer. We 
see it in the skin in the form of Marjolin’s 
ulcer. 

When we analyze the survival rate accord- 
ing to the type of lesion, we find that it is high- 
est in the ulcerative group, next highest in 
the polypoid group, and lowest in the diffuse 
group, as one would expect. 

How are we going to increase the salvage 
rate in treatment of gastric cancer? As I said 
earlier, there is only one way to do it. It is not 
by doing more radical procedures. because | 
think we have reached the limit as far as radi- 
cal procedures are concerned, It is by operat- 
ing on lesions which clinically are not cancer. 
such as gastric polyps and certain cases of 
chronic gastritis, particularly those associated 
with pernicious anemia. The incidence of can- 
cer of the stomach is 10 times as high among 
persons who have pernicious anemia and gas- 
tritis than in the general population. Finally. 
I believe that all gastric ulcers should be re- 
sected. | do not believe a radical subtotal 
operation is always necessary. | thoroughly 
agree with what Dr. Crile said, that a gastric 
ulcer can be treated generally by a less radical 
procedure than can a duodenal ulcer. 

My medical colleagues frequently have said 
to me. “I would not want to have my stomach 
taken out if I had a gastric ulcer.” My answer 
to them is this: “All right, let me do an opera- 
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tion that I don’t like, namely, excise the ulcer: 
let me subject this to serial section, determine 
whether or not you have cancer, and then we 
will decide whether or not you should be oper- 
ated on.” 

I disagree with Dr. Crile that biopsy of an 
ulcer is of value. It has value if it is positive. 
but it is valueless if negative. I can illustrate 
that very well. In the Department of Pathology 
at Tulane, for 20 years they had been using a 
specimen as a typical example of a benign 
ulcer. After 20 years many of the microscopic 
slides became broken or the students appro- 
priated them. Because the supply was dimin- 
ished, they cut more sections from the same 
block, and as they cut deeper they found car- 
cinoma. If a department of pathology in a 
leading university can use a carcinoma of the 
stomach as a typical example of benign ulcer. 
one can see how easy it is to miss cancer. It is 
impossible for anyone—the roentgenologist. 
the gastroscopist, the surgeon—to distinguish 
between a benign and a malignant ulcer with- 
out serial sections of the entire ulcer. 

Dr. Ackerman, the eminent pathologist, re- 
cently stated that when he got a resected 
stomach in his hand he could not tell in 10 
per cent of these ulcers whether the lesion was 
benign or malignant. If 10 per cent are missed 
(and that is just about the number of stomach 
ulcers that will prove to be cancer), one can 
see how hazardous it is. In my opinion, any 
physician who elects to treat gastric ulcer con- 
servatively assumes a responsibility that is not 
justified. | am too much of a coward to do it. 
There is too much danger that the lesion might 
be cancer—there is a 10 per cent possibility. 
There is also the likelihood that it will not re- 
spond to conservative treatment. The recur- 
rence rate is between 20 and 40 per cent, and 
the complications of perforation and hemor- 
rhage are much more serious than they are in 
duodenal ulcer, although much less frequent. 

There is another small group of patients in 
whom we must suspect gastric cancer. Usually 
they are men past 40 who previously were per- 
fectly well and who never have had gastric 
complaints, in whom gastrointestinal signs. 
usually anorexia, of such severity develop 
that they may lose 10 lb. or more. The symp- 
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toms resist therapy, roentgenographic findings 
are negative, cytology is negative, gastroscopy 
is negative, gastric acidity may be normal, 
but we must suspect they have gastric cancer. 
Three of the four such patients we have seen. 
all men, had normal gastric analyses: one of 
them had anacidity. We operated on all four. 
We found a very small lesion in each case, a 
few millimeters in diameter. They all under- 
went radical subtotal resection, and | believe 
all of them are well. In this small group we 
are operating for symptoms only. As yet we 
have not done an exploratory operation un- 
necessarily; some day we will. | would not 
condone an unnecessary operative procedure, 
of course, but | would feel very happy if | 
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were such an individual and had such symp- 
toms and if one of my colleagues told me 
afterward, “We didn’t find cancer; we oper- 
ated unnecessarily.” [ would rather hear that 
than “It was a small cancer,” even though my 
chances of being well were good. 

In conclusion, I would like to emphasize 
the importance of considering gastric ulcer as 
a disease entirely different from duodenal ul- 
cer. Duodenal ulcer should be treated ultra- 
conservatively, and surgery is indicated only 
when there is a complication or, rarely, when 
the ulcer is intractable. All gastric ulcers. be- 
cause of the impossibility of differentiating a 
benign ulcer from a gastric cancer, should be 
subjected to resection. 


64. REHABILITATION AND PUBLIC HEALTH 


Rehabilitation is a fundamental component of the care of persons who 
are chronically ill or disabled: not an appendage, after diagnosis and treat- 
ment have been accomplished. It is equal in importance to these two other 
phases of medical care: it should have its beginning with the initial diagnosis 
and be incorporated in the total plan of treatment. 

Rehabilitation is not a task for amateurs. Essential to success are the 
coordinated services of the best professionals in the field. The rehabilitation 
team is usually headed by a specialist in physical medicine, but many other 
expertly trained persons are needed; these include the internist, the ortho- 
pedist, the neurologist and the psychiatrist, to name a few. Supporting these 
medical consultants is a formidable array of other workers—therapists of all 
types—physical. occupational, speech: nurses: social workers: bracework- 
ers and prosthetists. Rehabilitation is more than medical skill applied to the 
handicapped. It includes the services of experts in prevocational and voca- 
tional testing. guidance. and training, and actual job placement. 

Among the manifold challenges presented by chronic illness. none is 
more pressing than the demands for medical rehabilitation. Much of our 
future success in the reduction of chronic disease and disability depends 
upon our collective ability to adapt our programs and resources to these 
urgent demands. The problem, in spite of its immensity, will not overwhelm 
us if we evaluate realistically the whole public health structure and give 


rehabilitation its proper place. 
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Herman E. Hilleboe, Health News, July 1956 
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SCIENTIFIC EXHIBIT 


Parkinson's Disease 


THERAPEUTIC EXERCISES IN ITS MANAGEMENT 


| EDWARD C. CLARK, DONALD W. MULDER. DONALD J. ERICKSON. 
BETTY G. CLEMENTS AND COLLIN S. MacCARTY 


| Sections of Neurology, Physical Medicine and Rehabilitation, and Neurologic Surgery. 
Mayo Clinic and Mayo Foundation, Rochester, Minnesota 


This exhibit was presented at the 1956 meeting of the American Medical Associaton, Chicago, and at the forty-first 
annual Assembly of the Interstate Postgraduate Medical Association, Clevelands+ 
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MUSCULAR RIGIDITY AND DEPRESSION 


Parkinson’s disease is characterized by specific symptoms that handicap the 
patient in his daily activities and in his social life. As a consequence, he frequently 
withdraws from activities and social contacts and becomes increasingly depressed 
and disabled. 

Therapeutic exercises to prevent contractures and to improve gait and pos- 
ture, along with continued performance of usual common tasks, as well as the 
activities of daily living, are of paramount importance in the treatment of patients 
with Parkinson’s disease. Recent emphasis on medical and surgical therapies, 
which in themselves may be only palliative, has obscured the importance and 
often prevented the use of continuing exercises in the treatment of this disease. 


HALLMARK OF PARKINSONISM 


The stooped posture, “pill-rolling” tremor and position of hands, increased 
rigidity of extremities and neck, as well as frozen expression of the face are char- 
acteristic of Parkinson’s disease. 

Rigidity, present throughout the body, causes diminution in speed and range 
of movement and handicaps the patient in all activities. 


‘ 
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The progressive inability to perform usual activities and the 
tendency for friends and family to “take over” lead to increasing 
depression and apathy. 


This patient is not as helpless as 
he appears. 


“Do-nothing” attitude in- 
creases patient’s handicap. 


| 


Depression and apathy are’ common 
symptoms. 


As the disease progresses, lack of mobility results in contractures that may 
render the patient bedfast and the outlook hopeless. 


Ambulation has become impossible due to Patient has become unable to feed Complete immobility 
contractures. himself. with hopeless outlook. 
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THE PATIENT 
SHOULD BE ENCOURAGED 
TO BE ACTIVE 


Encouraging the patient to resume his usual activities, such as 
working and recreation, will complement the medication in re- 
ducing muscular rigidity. The physician must urge the patient to 
return to his daily tasks so as to help relieve his depression and 
give him a sense of achievement and diminish his muscular 
rigidity. 


These Activities Reduce Muscular Rigidity 


Primarily to improve walking. To improve range of motion. Primarily to improve walking. 
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These Pastimes 
Improve Mental Attitude 


Competitive 


sports 
take the patient’s 
mind off his illness. 


Hobbies increase range of S sial activities aid mental attitude and alertness. 


interest. 


These Gainful Activities 
Provide a Sense of Achievement 


Maintenance of home. Looking after financial affairs. Maintenance of home. 
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THE PHYSICIAN 
SHOULD PRESCRIBE 
SPECIFIC EXERCISES 


The progressive disability of Parkinson’s disease can be ameliorated by spe- 
cific exercises. These exercises should be prescribed by the physician and should 
be directed toward prevention of contractures in the extremities, increased speed 
of movement, and maintenance of good posture and correct walking habits. 

Normal-range movement exercises to prevent contractures should be done 5 
to 10 times on three occasions daily. 


Elbow is moved through full flexion 
and extension to prevent contracture. 


‘ 
' Arms are raised through full forward flexion and abduction to prevent contracture of shoulder. 
§ 
— 


The wrist and hand are flexed and extended to prevent contractures of the hand and fingers. 


The legs are flexed and extended through 
fullest range to prevent contractures of the 
hips and knees. 


The ankles are fully flexed and extended 
to prevent contractures of the foot and 
ankle. 


— 
4 
aval 


Patient should be trained to maintain correct 
posture and gait during all his daily activities. 


Training to stand erect 
with shoulders back and 
head up. 


Stooped sitting position should be over- 
come by training. 


Simple strengthening exercises will improve the gait. 
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CLINICAL STUDY 


Comparative Effects of Hydrocortisone 
and Hydrocortisone-Coal Tar Extract 
Creams in Cases of Atopic Dermatitis 


SIDNEY G. CLYMAN* 


New York University Post-Graduate Medical School, New Y ork 


Tue effectiveness of 
hydrocortisone oint- 
ments in various acute 
and chronic dermatoses 
has been discussed in 
previous reports.'* Al- 
though hydrocortisone 
preparations continue 
to prove extremely 
useful in the treatment 
of many eczematoid 
and other inflamma- 
tory and itching skin lesions, it has been noted 
that they were not always effective in derma- 
tologic disorders. For this reason, it appeared 
logical to attempt to increase their effective- 
ness by the addition of other topical thera- 
peutic agents. Coal tar ointments continue to 
demonstrate their value in the treatment of 
dermatoses” and are considered by Curtis‘ 


SIDNEY G. CLYMAN 


*Department of Dermatology and Syphilology of the New York Uni- 
versity Post-Graduate Medical School (Dr. Marion B. Sulzberger, 
Chairman) and the Skin and Cancer Unit of the University Hospital, 
New York, New York. 
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to be as effective as hydrocortisone ointments 
in certain types of eczema. 

Although the value of hydrocortisone in 
dermatologic therapy is acknowledged. there 
is lack of agreement regarding the value of 
increasing the hormone concentration. It has 
been the impression of some investigators 
that in most cases the 2.5 per cent concen- 
tration was more effective than the 1 per 
cent.** Rein” has found that the differences in 
efficacy were not proportionate to the increase 
in concentration. Indeed, Frank, Stritzler and 
Kaufman"” observed that the 0.5 per cent con- 
centration often was as effective as the 1 per 
cent. Alexander and Manheim'"' reported that 
the hydrocortisone free alcohol is more effec- 
tive for local application than the hydrocorti- 
sone acetate. 

Combinations of hydrocortisone and other 
topical agents have been studied by a number 
of investigators. Goltz'* obtained satisfactory 
results by using hydrocortisone in conjunction 
with tar, ICHTHYOL® or other agents. No at- 
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TABLE 1 


EFFECTIVENESS OF VARIOUS CREAMS 


HYDROCORTISONE AND TAR CREAM 


CAS ae SEX DIAGNOSIS Result* 
(Years) | Area affected 
| First week | Second week 
1 13 F Atopic dermatitis | Right antecubital ta tH4 
2 3 M \topic eczema Right cheek | +++ +44 
3 4 F Atopic eczema | Right antecubital | +4++4 +4++ 
4 2 F \topic eczema Right hand ees ++4 
5 5 F Atopic eczema Right antecubital ++4 
6 5 M \topic eczema Right cheek } +++ +44 
7 2 M Severe atopic eczema Forehead | ++ | - 
29 F Eczema Right ear | +++ oe 
9 3 F Atopic eczema Right cheek | +44 Sa 
10 29 F Lichen simplex chronicus Left hand | +++ +++ 
ll 3 F Atopic eczema Right arm +4+4 
12 4 F Atopic eczema Right antecubital | 
13 3 F Atopic eczema Lower part of right antecubital) +++ 444 
14 6 M Atopic eczema Right arm +++ tte 
15 4 F Atopic eczema Right antecubital } +4 +++ 
16 1.5 M Severe atopic eczema Right cheek | +++4 +++ 
17 5 M Severe atopic eczema Right popliteal | +++ | +++ 
18 3 k Severe atopic eczema Right antecubital | +++ | +++ 
19 17 mo. M Severe atopic eczema | Right popliteal 4-44 tt 
20 54 F Nummular eczema Right hand } +44 +++ 
21 5 F Atopic eczema | Right antecubital | +++ | ote 
22 6 F Atopic eczema Right arm 
23 28 F Nummular eczema | Right hand +++ | +4 
*“()= no apparent clinical improvement; + = mild improvement; +-+ = moderate improvement; +-+-+ = marked 
improvement, 


tempt was made to compound these agents to- 
gether. The hydrocortisone ointment was ap- 
plied first, and the other preparations were 
applied over it. In several cases, these com- 
binations appeared to produce better results 
than either of the agents used singly. Welsh 
and Ede" used hydrocortisone ointment com- 
pounded with various coal tar and wood tar 
preparations, and they noted more rapid re- 
sponse and an absence of withdrawal 
bound” or of refractoriness, which sometimes 


“re- 
occurs when hydrocortisone is used alone. 
I am in agreement with the statement of 


Carney and Zopf’ that “it is impossible to 
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relate clinical effectiveness in terms of statis- 
tics.” It is the purpose of this report to com- 
pare the effectiveness of hydrocortisone. coal 
tar and a combination of both in ointment 
form, by means of a rapid screening method. 


Method of Study 


The study was conducted according to the 
“symmetrical paired comparison” technic de- 
scribed by Sulzberger, Baer, Kanof and Low- 
enberg'' and was modified to permit evalua- 
tion of three different preparations. This 
technic helps avoid the difficulties of sponta- 
neous improvement reported by Siemens'* 
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TABLE 1 


EFFECTIVENESS OF Various Creaus 


(continued) 


TAR CREAM HYDROCORTISONE CREAM 
Area affected affected ~ 
First week |Second week | First week | Second week 
Left antecubital + ++ | Right popliteal | cos +44 
Left cheek 0 | Left ankle | 
Left antecubital 4+ Right popliteal | +++ 
Left hand +4 | Left wrist +4 
Right popliteal + + | Left popliteal +e +4 
Left cheek ++ + | Right leg + ++ 
Right forearm + + | Left forearm 0 + 
Left ear + + Left ear 4. + 
Chin ++ + + Left cheek 4++44 +4 
Right hand 0 | Right hand + oa 
Left arm + + Right popliteal + + 
Left antecubital + | Forearm + ++ 
Upper part of right antecubital + + Right popliteal os +4 
Left arm + + | Right popliteal +4 +++ 
Mesial side of left antecubital + + | Lateral side of left antecubital § ++ +44 
Left cheek ++ + Right hand +++ +++ 
Left popliteal + +4 Right antecubital $f + +++ 
Left antecubital +4 4 Right wrist 4-4. + 
Left popliteal bo ++ Right antecubital + + 
Fingers + - Left hand 4 coe 
Left antecubital 0 | Left wrist 14. 
Left arm +-+ ++ Left wrist ++ ++ 
Mesial side of right hand +4 +4 Left hand 0 0 
“Q = no apparent clinical improvement: + = mild improvement: + + = moderate improvement: +++ = marked 


improvement. 


who found that untreated patches of psoriasis 
cleared while other areas were being treated. 
Agents used in this study were in tubes num- 
bered I, II and III]. The contents were: 

Tubes labeled I contained 0.5 per cent hy- 
drocortisone free alcohol and 5 per cent coal 
tar extract in a vanishing cream base. This 
formula is the same as that of TARCORTIN®.*+ 

Tubes labeled I] contained TARBOoNIs® (5 
per cent coal tar extract in vanishing cream). 

Tubes labeled III contained 0.5 per cent 
hydrocortisone in vanishing cream. 


‘Supplied through the courtesy of Reed and Carnvick. 
Jersey City, New Jersey. 
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After clinical examination the patients se- 


lected for study were given an adequate sup- 
ply of each preparation, with careful instruc- 
tions to apply one of the three preparations to 
a given affected area, another to a second 
area, and the third to still another. It was em- 
phasized that this order of application was 
to be maintained consistently throughout the 
study, and that no admixture or superposition 
of ointments was permissible. 


Results 


Twenty-three patients were considered to 
have fulfilled the requirements of the study. 
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Ages of the patients ranged from 17 months 
to 54 years. After one week of application. 
and again after two weeks, the effects were re- 
corded for each area treated. The results are 
shown in table 1. 

In all but one of the cases (case 7), marked 
(three plus) clinical improvement was ob- 
served with the combined hydrocortisone-coal 
tar extract at the end of either the first or sec- 
ond week. In this case, moderate (two plus) 
improvement was observed at the end of the 
first week, but the improvement was only mild 
(one plus) at the end of the second week. The 
initial response was moderate in case 12. but 
the response was marked at the end of the 
second week. In the one case of lichen simplex 
chronicus (case 10), and in the two cases of 
nummular eczema (cases 20 and 23). the su- 
periority of the combination of hydrocortisone 
and coal tar was very distinct. 

Several further observations deserve men- 
tion. In cases in which pruritus accompanied 
the eczematous lesions, it was noted that its 
alleviation was most prompt, most marked and 
most lasting with the combination of hydro- 
cortisone and coal tar. In cases 1, 13, 14, 15 
and 20, the combination of hydrocortisone 
and coal tar produced marked improvement 
within a week or less, but the same degree of 
improvement was not observed until the end 
of the second week when hydrocortisone was 
used alone. 

In nine cases (1, 3, 5, 13, 14, 15, 16, 17 
and 20), the results obtained with hydrocorti- 
sone alone were significantly superior to those 
obtained with tar alone, but, in two cases, the 
results obtained with tar extract cream were 
superior to those obtained with hydrocorti- 
sone cream. In the remaining 12 cases, there 
was no significant difference in the results ob- 
tained with these preparations. 

The combination of hydrocortisone and 
coal tar did not produce an adverse reaction 
in any case. The patients in cases 2 and 10 
were sensitive to coal tar when it was used 
alone, but they were not sensitive to this 
preparation when it was used in combination 
with hydrocortisone. Hydrocortisone produced 
a local irritation at the site of application in 
case 23, but no evidence of irritation was ob- 
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served when the steroid was used in combina- 
tion with the coal tar. 


Comment 


The results obtained with hydrocortisone- 
coal tar extract cream in the cases which form 
the basis of this report indicate that these 
agents have an additive or possibly a syner- 
gistic effect. It appears reasonable to specu- 
late that the responses may be caused by a 
well-known anti-inflammatory action of the 
hydrocortisone, acting hand-in-hand with the 
keratoplastic action of coal tar suggested by 
Gross, Blade, Chester and Sloane.'* These in- 
vestigators considered that the keratoplastic 
effect of coal tar might play a role in the 
healing of eczematous lesions. 

The findings of Welsh and Ede’’ and Goltz'~ 
that combined therapy with hydrocortisone 
and tar produced a higher rate of favorable 
responses were confirmed. Because of time 
limitations, no attempt was made to substan- 
tiate the observation of Welsh and Ede that 
recurrences and refractoriness were minimized 
by combining tar with hydrocortisone. Our 
results to date suggest a possible potentiating 
effect between the coal tar extract and the 
hydrocortisone, and warrant further investiga- 
tion to establish whether a low rate of “re- 
bound” and avoidance of refractoriness are 
regular features of combined hydrocortisone- 
coal tar therapy. The low concentration of 
hydrocortisone in the combination makes such 
an investigation especially attractive. 


Summary 


Twenty-three patients with atopic dermato- 
sis were studied by a controlled procedure in 
order to compare the effectiveness of a hydro- 
cortisone-coal tar extract cream with that of 
creams containing either agent alone. In many 
instances, the clinical response to the com- 
bination was distinctly superior. 

In many cases combined hydrocortisone- 
coal tar extract therapy produced more prompt. 
more marked and more lasting relief of pru- 
ritus than either agent alone. 

Sensitivity reactions occurred in two coal 
tar-treated areas and in one hydrocortisone- 
treated area, but none of these reactions ap- 
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in the same cases. 
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65. IF YOU HAD AN ULCER 


If | had a duodenal ulcer | would place myself in the hands of a com- 
petent internist, preferably one with a special interest in gastrointestinal 
diseases. I would follow his prescribed management and exercise all of the 
self-discipline in this connection that | could muster. If he did not make 
quantitative measurements of my fasting nocturnal gastric secretion | would 
request that this determination be done. If | discovered that my stomach 
secreted in excess of 75 mEq. of free hydrochloric acid in a 12 hour period 
as compared with the normal, 15 to 20, | would conclude that my problem 
was a serious one and that medical management might well prove inade- 
quate. If my physician did not prescribe neutralization therapy during the 
night I believe that | would set my alarm clock to awaken me at the period 
of maximum secretion when | would partake of a mixture of milk and cream 
with some calcium carbonate. | would continue with medical management 
for at least a year unless some serious complication developed. If at the end 
of this time I found that I was still handicapped by my disease, was less 
efficient in my work, and had to deny myself too much of the pleasures of 
life. | would then seek surgical treatment. 


Hester R. Dragstedt, Excerpta Medica, November 1956, pp. 1125-1126 
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Hines, Illinois 


Report of Case 


A 21 year old white man was admitted to 
the hospital on October 9, 1953. in a stupor- 
ous condition. An attempt to obtain a coher- 
ent history from him was unsuccessful and his 
brother related the following information. The 
patient had erysipelas at the age of six years. 
and a bladder and kidney infection at age 10 
or 12. He served five months in Korea and 
was discharged from the Army in May 1952. 
In July 1952 he had what was called black- 
water fever and was treated for about 20 days. 

Six weeks prior to admission he experi- 
enced chills and a physician prescribed qui- 
nine which he took for several days. Also dur- 
ing the six weeks preceding admission he had 
nocturia two or three times. During the three 
weeks before hospitalization, emesia occur- 
red twice a week: the character and exact time 
of occurrence were not known. The patient 
had felt weak since June 1952, and this was 
more marked during the six weeks before hos- 
pitalization. He had occasional headaches and 
his appetite was poor. The day before he was 


CLINICOPATHOLOGIC 
CONFERENCE 


Report From Veterans Administration Hospital, 


admitted, a “gastroenteritis” developed and 
his doctor gave him 2 oz. of castor oil. Later 
in the day he had difficulty in walking and 
became irrational. That evening his physician 
saw him again and recommended that he he 
hospitalized. 

Physical examination revealed a_ well-de- 
veloped, well-nourished white man who ap- 
peared stuporous and semicomatose. Fundus- 
copy did not reveal hemorrhage or exudate. 
It was difficult to visualize the fundi clearly 
because of the constant motion of the eyes. 
The patient did not focus his eyes on objects 
and apparently was unable to see. 

Blood pressure was 230/70, and the pulse 
rate was 120 and regular. Cardiac and abdomi- 
nal examinations were negative. There was no 
edema or limitation of motion of the extremi- 
ties. Knee jerks were hyperactive but the 
Babinski. Kernig and Brudzinski signs were 
absent. 

Hospital, course—The patient received in- 
travenous hypertonic glucose, and every six 
hours was given intramuscular magnesium sul- 
fate. also sodium lactate solution and penicil- 
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lin. Papaverine was administered to combat 
possible cerebral arteriolar spasm. 

On the second hospital day the patient was 
unable to void. and convulsions occurred. A 
urethral retention catheter was inserted. This 
was removed several times, but the patient’s 
inability to void necessitated its reinsertion. 
By November 7 the patient was again able to 
void spontaneously. His blood pressure fell 
to 140/90 and remained at about that level 
thereafter. Blurring of vision cleared. His tem- 
perature soon became and remained normal 
except for an occasional increase to 101° F. 

Throughout his hospital stay the patient 
received CRYSTICILLIN® prophylactically. His 
urinary output was considered adequate. Em- 
esia occurred repeatedly during the last few 
days. On November 18 his blood pressure was 
100/80 and his pulse weak. In the afternoon 
the pulse could not be felt and a rapid, faint 
heartbeat was heard over the precordium. The 
patient lapsed into coma and died in a few 
minutes, 40 days after admission, on Novem- 
ber 18 at 3:55 P.M. 

DR. WILLIAM BENNER (pathologist): Be- 
cause of the many “red herrings” in this his- 
tory and also because certain laboratory 
studies, particularly x-rays, were not made be- 
cause of the patient’s condition, we shall spare 
the clinicians by summarizing the history and 
giving the pathologic findings and shall then 
call on them to discuss the case. 

DR. JOHN CASERTA: The important item in 
the laboratory data is the urinalysis. On ad- 
mission it showed 2 plus albumin, many red 
blood cells and a few white blood cells and a 
specific gravity of 1.01. The red blood cell 
count was normal and the white blood cell 
count 18,200. The value for creatinine was 
6.8 and the nonprotein nitrogen level was 120 
mg. Gradually the nonprotein nitrogen rose. 
and the microscopic results more or less re- 
mained typical as at the initial examination. 
By October 18 the specific gravity was down 
to 1.002. There were 30 white blood cells and 
8 red blood cells per high power field. There 
were also numerous bacteria. The nonprotein 
nitrogen at that time was 136, and the patient 
was showing some anemia. On October 27 the 
nonprotein nitrogen had risen to 185, and two 
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days later urinalysis revealed 3 plus albumin 
and 150 white blood cells and 10 red blood 
cells per high power field. The last examina- 
tion of the urine showed a nonprotein nitro- 
gen of 229.5 and a carbon dioxide-combining 
power of 42 per cent. 


Postmortem Examination 


DR. WILLIAM BENNER: The autopsy findings 
were quite unusual. The body was markedly 
emaciated, weighing about 125 lb. and meas- 
uring 155 em. in length. The distal phalanx of 
the second finger of the left hand was absent. 

The chest did not contain gross pathologic 
lesions. The heart weighed 300 gm. The mus- 
cle was pale reddish-brown and firm. There 
was no edema of the epicardial connective tis- 
sue or fat. The coronary vessels were smooth. 
On dissection, the valves did not show gross 
pathologic lesions. The aortic valve measured 
6 cm.. the pulmonary 7 em., the tricuspid 10 
em. and the mitral 11 cm. The right ventricle 
measured 0.5 cm. and the left ventricle 3 em. 
The aortic arch was smooth and the coronary 
vessels were patent. Dissection of the coronary 
vessels revealed occasional small atheromatous 
plaques along their entire course; the vessels 
themselves were patent. 

The right lung weighed 240 gm. The pleura 
was smooth. There was a moderate amount of 
anthracosis. The lung was inflated throughout 
and showed normal calcification. Cut section 
showed gray parenchyma. The markings were 
well preserved. The peribronchial lymph nodes 
were moderately pigmented but not enlarged. 
Examination of the bronchial tree did not re- 
veal a pathologic lesion. 

The left lung weighed 220 gm. and the 
pleura was smooth and glistening. The lung 
was crepitant throughout. 

The adrenal glands did not contain gross 
pathologic lesions. 

The combined weight of the kidneys was 
200 gm. The right kidney had a smooth cap- 
sule under which were scattered white, well- 
circumscribed areas which were soft and 
varied from 0.5 to 2 cm. in diameter. The 
capsule stripped easily revealing a reddish- 
gray surface spotted with minute whitish areas 
approximately 1 mm. in diameter. Cut section 
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showed numerous large cystic areas filled with 
cloudy purulent material. In certain areas the 
cortex was almost absent and in others it had 
a mottled, brownish-gray appearance. The 
medulla appeared to be entirely replaced by 
these areas. The pelvis was slightly injected 
and dilated. The right ureter was grossly di- 
lated in its entire length. 

The left kidney was markedly contracted. 
The capsule was smooth and stripped easily. 
revealing a finely granular, reddish-gray sur- 
face. Cut section revealed that the parenchyma 
was entirely replaced by cysts containing 
whitish purulent material. The pelvis was in- 
jected and moderately dilated. The ureter was 
dilated in its entire length. A small, thin mem- 
brane was noted near the junction of the ureter 
with the bladder, which was grossly dilated 
and had a somewhat thickened wall. The 
mucosa was only slightly congested. There 
was approximately 500 cc. of cloudy, white 
urine. A moderate amount of trabeculation 
was noted. Both ureteral orifices were visual- 
ized and a probe was passed into each of them. 
At the neck of the bladder were adenomatous- 
like growths which seemed to obliterate the 
prostatic urethra. The prostatic stroma ap- 
peared normal and was grayish white. The 
testes were not examined. 

The gastrointestinal tract and bony skeleton 
did not contain gross pathologic lesions. The 
brain was not examined. 

The significant pathologic findings were in 
the urinary tract. Both kidneys were the site 
of advanced hydropyelonephritis, with extreme 
dilatation of the calyces and thinning of the 
cortex almost to the point where it was un- 
recognizable (figure 1). Both ureters were 
markedly dilated. The left ureter, when laid 
out, was about 3 cm. wide, and the right ureter 
was almost 2 cm. in some areas. Marked dis- 
tention of the bladder was present, and con- 
spicuous trabeculation of the bladder mucosa. 

The only explanation we could find for the 
hydropyelonephritis was an adenomatous 
growth in the mid-portion of the prostatic ure- 
thra (figure 2). The tumor mass measured ap- 
proximately 1 cm. in its greatest diameter. 
and was roughly concentric. The urethra was 
dilated and wrapped around it in the form of 


316 


FIGURE 1, Kidneys, ureters and bladder, showing effect- 
of back pressure with atrophy of kidneys. 


a crescent, obviously resulting in considerable 
obstruction—the only demonstrable obstruc- 
tion in the urinary tract. We examined the 
entire cavernous urethra and could not find 
evidence of any other obstructive process such 
as a congenital membrane to explain the pic- 
ture. The prostate itself was normal in con- 
tour, and there was no evidence of lateral or 
median lobe hypertrophy or bladder neck 
constriction. 

The photomicrograph in figure 3 is fairly 
representative of the process. Conspicuous in- 
flammatory exudate was present in the inter- 
stitial tissue throughout the kidney. The num- 
ber of tubules was decreased. and many of the 
tubular structures were filled with polymor- 
phonuclear leukocytes. In some areas there 
were microscopic abscesses. The connective 
tissue, stroma and parenchyma were mostly 
destroyed and replaced by dense infiltration 
with polymorphonuclear cells. 

For the most part, all these changes appar- 
ently were due to pyelonephritis, but occasion- 
ally we noted a glomerulus which suggested a 
previous proliferating process of some kind 
such as one sees in glomerulonephritis. We 
were able to find some glomeruli which showed 
hypertrophy or increase in the height of the 
epithelium lining Bowman's capsule, to a 
cuboidal appearance; this was noted also at 
its reflection over the glomerular tuft. Also. 
we found occasional synechia of the glomerular 
tufts to the capsules, a feature usually de- 
scribed in glomerulonephritis. This evidence is 
scanty, and it would be difficult to prove that 
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FIGURE 2. Prostatic urethral adenoma which caused ob- 
struction in this case. 


this man previously had glomerulonephritis. 

A section from the adenomatous growth in 
the prostatic urethra showed numerous close- 
ly set glandular structures lined by columnar 
epithelium which was thrown up into elongate. 
complex intertwining papillary folds (figure 
4). These structures were prominent through- 
out the growth, which protruded into the 
urethra. It was a hypertrophy much more pro- 
nounced than any glandular structures nor- 
mally seen in this location—more conspicuous 
even than in a markedly adenomatous pros- 
tate. As we got out into the fibromuscular 
stroma of the prostate we found relatively few 
glands. 

This structure, which we are labeling an 
adenoma, probably was an outgrowth of the 
mucous membrane lining the prostatic ure- 
thra, since the prostate develops from out- 
pocketings of the epithelium lining the pros- 
tatic urethra. We might well consider it of 
prostatic origin. These glandular structures 
are quite similar in appearance to prostatic 
glands. Whether this represents a prostatic 
adenomatous hyperplasia localized to the pros- 
tatic urethra or whether it was derived from 
something that is not actually part of the 
prostate is difficult to tell. At any rate it was 
an adenoma in the prostatic urethra which 
caused hydropyelonephritis with uremia and 
led to the patient’s death. 


Anatomic Diagnoses 


1. Adenoma of prostatic urethra with uri- 
nary obstruction. 
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FIGURE 3. Photomicrograph of kidney showing pyelonephri- 
tis and almost complete disappearance of kidney tissue. 


2. Bilateral pyelonephritis, secondary to the 
first diagnosis. 

3. Mild stricture of the left ureter in the 
lower third portion. 

4. Left ventricular hypertrophy. 
. Benign prostatic hypertrophy. 
. Pulmonary congestion, bilateral. 
. Absence, acquired, distal phalanx. sec- 
ond finger, left hand. 


Discussion 


DR. JENNINGS FERSHING: We have here a 
case of the terminal stage of nephritis with 
uremia and hypertension predominating. Cli- 
nicians do not believe one can differentiate 
the basic causes when such a patient is seen 
in the terminal stage. Therefore, I shall direct 
attention more to the method of thinking we 
pursued than to the actual diagnosis and let 
Dr. Baumrucker talk a little about the dy- 


FIGURE 4. Photomicrograph of prostatic adenoma show- 
ing papillary folds. 


namics from the anatomic point of view. 

This 21 year old man was admitted in stu- 
por. At the age of six he had erysipelas, and 
one immediately considers the possibility that 
this preceded an undiagnosed glomerulone- 
phritis. The kidney infection four years later 
is disturbing. because it usually is possible to 
distinguish between pyelonephritis and glo- 
merulonephritis in the early stages by the 
large number of pus cells and epithelial cells 
in the urine. The history is of no help at all. 
and probably just causes more confusion. As 
you know. in the later stages the situation is 
even worse, because there is no difference in 
the amount of protein in the urine and there 
may not be many cells. as in this case. Going 
on to the episode of blackwater fever, again 
we have difficulty in evaluating this episode 
since acute nephritis. either primary or an 
exacerbation, frequently is characterized by 
the passage of dark brown urine due to the 
heme present. Hematuria also may be a part 
of a chronic pyelonephritis. 

This patient’s last illness began six weeks 
prior to hospitalization with an infection char- 
acterized by chills. for which he received qui- 
nine. Nocturia followed. and then in the third 
week of illness he began to vomit. If the chill 
represented a streptococcal infection, perhaps 
of the upper respiratory tract. then the re- 
mainder of the picture could fit in very well 
with an acute nephritis. The three week period 
suggests this, since the interval frequently is 
about three weeks, although it may be as short 
as three days or as long as 36 days. However. 
if the only evidence of infection at the onset 
was to be found in the urine. then a relapsing 
pyelonephritis is more probable: this informa- 
tion is not available. The urine was not ex- 
amined frequently, and when it was, as in the 
service, the findings were not strikingly ab- 
normal. The laboratory data were not of dif- 
ferential value either. 

We felt that the patient apparently was in 
the terminal phase of a glomerulonephritis. 
and we also considered the possibility of a 
congenital lesion. The many red blood cells 
found on the first urinalysis suggested nephri- 
tis but this finding certainly was far from con- 
clusive. Subsequently the number of blood 
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cells, epithelial cells and casts was small— 
again no help in differentiation, since scarring 
is a pathologic factor in the terminal stage of 
renal disease, and not infection. 

At one time an elevated creatinine was con- 
sidered pathognomonic of tubular disease, and 
this was supposed to favor the diagnosis of an 
obstructive lesion giving rise to pyelonephri- 
tis. We have never been able to confirm this. 
The general consensus at present is that the 
value of the creatinine is not of great help. 

The patient was treated with fluids, mostly 
saline and glucose. He received some sodium 
lactate: he also received what we consider 
moderate doses of calcium gluconate intra- 
venously, and further supportive therapy. The 
urine output was maintained at close to 3000 
cc. a day, and we believe the therapy was ef- 
fective to some extent since the carbon diox- 
ide-combining power and the chlorides were 
maintained at fairly good levels. 

One thing that bothered us after he had 
been under our observation for a time was the 
fact that catheterization was necessary. We 
did not understand just why that should be. 
because the history did not give us any lead 
as to any obstructive lesion, and yet he was 
unable to void. 

Another surprising finding was a normal 
electrocardiogram. Usually in the terminal 
stages of kidney disease one sees abnormal 
electrocardiograms, because of the electrolyte 
disturbances and also because of the heart 
disease secondary to the kidney disease. 

Most patients with pyelonephritis are seen 
and treated by urologists. A certain number-- 
about a third, according to Addis—present 
themselves first to medical people. These are 
usually the so-called “burned out” cases with 
hypertension, uremia and anemia. Proteinuria 
is present in the acute or terminal phase. 

One approaches a discussion of treatment 
of nephritis with hesitation, reluctance and a 
certain humbleness because of our basic igno- 
rance and the confusion of ideas in the past 
and also because there are many paradoxes in 
these cases. It is difficult, therefore, to make 
any outline of treatment. We attempt to treat 
the patient as an individual—to determine the 
situation in a particular case and then rectify 
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what we believe are abnormal physiologic and 
chemical states. The other objective of ther- 
apy is to reduce the work load of the kidney. 
That summation of therapy sounds pretty good 
when one says it, but as soon as it is applied 
one gets into trouble immediately. 

DR. GEORGE BAUMRUCKER: This to me is a 
typical example of urologic and mechanical 
hack pressure, with all the repercussions of 
loss of ureterovesical valves, reflux. hydro- 
ureter, hydronephrosis, pyelonephrosis, hydro- 
pelvis and then decrease of kidney tissue and 
death. Since the patient had high blood pres- 
sure, one could consider that the picture was 
due to a hypertensive. arteriosclerotic. con- 
tracted kidney with the added insult of uro- 
logic stasis with hydronephrosis, or one could. 
| think, explain it all on the basis of the uro- 
logic situation. Dr. Benner mentioned pros- 
tatic tissue in the region of the verumontanum. 
The only clinical example I could give from 
my experience was a patient with a cyst of the 
verumontanum who had the same symptoms 
of urinary obstruction and retention; on inci- 
sion of the cyst and drainage of about a tea- 
spoonful of milky pus the patient was able to 
urinate. 

The situation in the case under discussion 
was one of progressive uremia in a young man. 
This is not the same picture as one sees in 
old men. There are only a few things to con- 
sider: (1) polycystic kidney, which produces 
progressive uremia: (2) aplastic or hyperplas- 
tic kidneys, which usually kill young persons 
about 20 or 22 years of age; (3) congenital 
conditions such as congenital valves at the 
bladder neck. 

The hypertension is explainable on one 
hasis—an intrarenal pelvis. Note that the 
hlood pressure went down after the catheter 
was inserted, relieving the retention of urine. 
It is believed that an intrarenal pelvis kid- 
ney—a pelvis within the kidney—might do 
this. For example. if there is a large pelvis 
due to an impacted ureteral stone there should 
not be any compression of the blood supply 
because the pelvis itself distends. If the pelvis 
expands within the kidney, however, there is 
a chance of compressing the blood supply, and 
a Goldblatt effect might result. In order for 
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that to have occurred here, reflux of urine 
would have to have taken place. In other 
words, after so long a period of urinary reten- 
tion, the ureteral bladder valves are dilated 
and the urine backs up to the kidneys. 

In my opinion, specific gravity is an excel- 
lent test of kidney function. In this case as the 
nonprotein nitrogen rose the specific gravity 
decreased. 

After a long period, when the bladder be- 
comes decompensated it will force the urine 
upward every time it encounters an obstruc- 
tion in the urethra or the bladder neck—be it 
prostate or stone, cancer, verumontanum or 
stricture. That is what must have happened 
here. Otherwise the patient would not have 
had such dilation of ureter and kidney, unless 
he had a stricture of the ureter and impacted 
stone. 

The postmortem specimens of the kidneys 
demonstrate how small the kidneys can be and 
still maintain life. One kidney was only 3 cm. 
wide and about 5 or 6 cm. long, and the other 
was nothing but an imaginary spot. The pa- 
tient was living on about a fifth or a sixth of 
normal kidney capacity. 

I think this would be a good time to go 
through a differential diagnosis of this situa- 
tion, because to me it is a typical back pres- 
sure syndrome with uremia as the final result. 
Carcinoma of the prostate extending to the 
vesicles would produce the same picture in 
the older adult because of obliteration of the 
ureteral orifices. Another common cause of 
uremia is the insertion of radium seeds and 
needles too close to the ureter. Overenthusias- 
tic fulguration in the ureteral region, especial- 
ly if done bilaterally, can also result in uremia. 

In conclusion I would say that differential 
diagnosis would include bladder neck obstruc- 
tions. fibrosis, tumors of the verumontanum 
(and this would come under tumor in the 
region of the verumontanum, although it prob- 
ably is a congenital misplaced piece of pros- 
tatic tissue), prostatic hypertrophy and stric- 
ture of the urethra. Then under ureteral 
obstructions we would consider carcinoma of 
the bladder with growth over the ureteral ori- 
fices, fulguration, radon seeds. and carcinoma 
of the vesicles. 
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CLINICAL STUDY 


Hydrocortisone Vaginal Tablets 


in Vaginitis 


WARREN R. LANG* 


Jefferson Medical College and Hospital of Philadelphia 


procortisone ( 17- 

hydroxycorticosterone, 

compound F) is one of 

the main steroids of the 

adrenal cortex. It is a 
hi 

white. odorless powder 

possessing strong glu- 

coneogenic activity 

with mild_ electrolyte- 

regulating effect. Topi- 2 

cally it has anti-inflam- 

matory and antiallergic 

properties, suppressing vascular permeability. 

exudation and migration of inflammatory cells. 
It is possible that it also exerts some analgesic 

action.’ 

The most frequent gynecologic indication 
for the use of hydrocortisone has been in the 
management of anogenital pruritus. For this 
condition, the steroid has been applied topi- 
cally in a variety of creams and lotions. Some 
authors” * have also recommended the use of 
hydrocortisone in tablet form for the local 
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treatment of vaginitis. Our experience in this 
regard forms the basis for this report. 


Materials and Methods 


The series comprises 78 patients, 42 of 
whom attended the Vaginitis Clinic of the Jef- 
ferson Medical College Hospital: the remain- 
der (36) were private patients. The clinic 
patients were referred from the gynecologic. 
obstetric and other outpatient departments. 
About two-thirds of these patients were non- 
white. All the private patients were white. 

In all cases, a careful history was taken at 
the primary visit and at follow-up visits, not- 
ing such symptoms as discharge and its char- 
acter, itching. burning and edema. A specu- 
lum examination was made to ascertain the 
clinical state of the vagina and cervix. Wet 
smears in saline solution were obtained to 
examine the epithelial cells, to estimate the 
number of white blood cells, and to search for 
Trichomonas vaginalis and Candida albicans. 
In most caSes the presence or absence of the 
latter was also determined by employing Nick- 


erson’s medium,” which does not support bac- 
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TABLE 1 


OricinaL DtacNnoses 78 Cases oF Vacixitis IN WHich Hyprocortisone Vacinat Were Usep 


CLINIC PATIENTS 


PRIVATE PATIENTS 


TYPE OF TOTAL | 
VAGINITIS CASES | Preenant 
| 
| 
Nonspecific 44 16 
= 
\trophic | 22 
lrichomonal 5 2 
Candidal 7 4 
78 


Nonpregnant Pregnant Nonpregnant 

| 8 6 

2 


terial growth and is applicable to office use. 
On this medium the genus Candida grows dark 
brown to black. A Papanicolaou smear and a 
Gram stain also were made initially. For fol- 
low-up determination of estrogen effect, either 
another Papanicolaou smear was made or a 
wet method of supravital staining® was utilized. 

After the diagnosis was established, the pa- 
tient was instructed in the use of hydrocorti- 
sone vaginal tablets.* The usual dose was one 
10 mg. tablet inserted high in the vaginal 
vault each evening before retiring. Occasion- 
ally, two tablets daily were prescribed. The 
average course of therapy lasted about 10 
days, except in cases of atrophic vaginitis, 
when treatment was continued at least three 
weeks. Other forms of vaginal therapy, includ- 
ing douching, were not permitted. Follow-up 
examinations were arranged so that no local 
medication was used in the vagina for three 
or four days preceding re-evaluation. 

Table 1 is a breakdown of the cases accord- 
ing to the original diagnoses. Any changes 
which were made in diagnosis are discussed 
under the separate entities. 


Results 


Nonspecific vaginitis—Nonspecific vaginitis 
is vaginal inflammation which is not trichomo- 
nal, fungal or gonorrheal in origin, and pa- 
tients with this condition necessarily comprise 
a heterogeneous group. Of the 44 such cases. 


corTRIL® Vaginal Tablets, each containing hydrocorti- 

sone (free alcohol), 10 mg. per tablet, incorporated in 
CARBOWAX® (96.2 per cent), with 1 per cent magnesium 
stearate and 2 per cent glyceryl monostearate. Chas. 
Pfizer & Co., Inc., Brooklyn. 
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24 patients were pregnant and 20 were not. 
Cortisone vaginal tablets were prescribed for 
varying periods, in most cases for a single 10 
day course. About one-third of the 27 patients 
who originally had pruritus obtained relief of 
itching. Discharge lessened subjectively in 
one-fifth of all the cases of nonspecific vagi- 
nitis. Inspection of the vagina after treatment 
showed a tendency to lessening of redness. In 
general there was no decrease in the number 
of leukocytes, as shown by wet smear, or in- 
crease in estrogenic effect. as shown by stain- 
ing—although the latter is admittedly difficult 
to ascertain in the presence of inflammation. 
A difference in results of treatment between 
pregnant and nonpregnant patients was not 
apparent. 

In six of the cases of nonspecific vaginitis 
in which the patients were pregnant, candi- 
diasis developed during treatment. In_ five. 
there was evidence of mixed trichomonal-can- 
didal infections after treatment with cortisone. 
Two of the nonpregnant patients exhibited tri- 
chomonal vaginitis, and two mixed trichomo- 
nal-candidal infections while receiving hydro- 
cortisone locally. 

Scheffey, Rakoff and I‘ previously reported 
favorable results with hydrocortisone in a spe- 
cial type of nonspecific vaginitis known as exu- 
dative or membranous vaginitis, hydrorrhea 
vaginalis, or serofibrinous, allergic dysregula- 
tive colpitis. This entity is characterized by 
chronic inflammation, membrane formation 
and a copious, thin vaginal discharge: its eti- 
ology is unknown. 

Atrophic vaginitis—Twenty-two patients 
with atrophic vaginitis received hydrocorti- 
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sone locally. The duration of treatment varied 
from several weeks to several months and 
averaged one month. Eight of the 10 women 
who had complained of itching obtained relief 
of this symptom. Discharge was an initial com- 
plaint in 18 cases and was diminished in 12. 
On gross inspection the vagina appeared less 
inflamed after therapy. A marked change in 
the number of leukocytes was not apparent by 
wet smear, nor was estrogenic effect increased 
except in one case. One woman stated that the 
tablets gave rise to burning. 

Trichomonal vaginitis and candidal vulvo- 
vaginitis—Hydrocortisone is not known to 
have any antitrichomonal or antifungal prop- 
erties, and therefore we did not utilize the 
steroid in any large numbers of cases of either 
of these infections. Suffice it to say that in five 
cases of trichomonal infection. in two of which 
the patients were pregnant. wet smear did not 
show disappearance of the flagellate after hy- 
drocortisone therapy. There was some relief 
of itching. Similar results were obtained when 
hydrocortisone was administered to seven 
women with candidal vulvovaginitis. five of 
whom were pregnant. 


Discussion 


It would seem that the value of local hydro- 
cortisone in vaginitis lies in relief of symp- 
toms. Results of treatment with this steroid 
are illusory, since it relieves symptoms with- 
out affecting the cause. Because it is not an 
antibacterial agent. one should employ it as a 
temporary measure and not on a long-term 
basis. According to Blinick,* the steroid tends 
to eliminate the time lag in therapy, affording 
subjective relief until specific measures be- 
come effective. 

In the cases of nonspecific vaginitis in which 
Trichomonas vaginalis was demonstrated by 
wet smear only after hydrocortisone had been 
administered, it is probable that the protozoan 
was present before treatment but the original 
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diagnosis was incorrect. More reliance would 
have been possible if cultures had been done. 
The appearance of candidiasis (by culture) is 
less easily explained. One may suppose that 
hydrocortisone was a factor in the growth of 
Candida; other authors*:” have cited such an 
occurrence. 

Any medication inserted into the vagina 
may be absorbed into the systemic circula- 
tion. Theoretically the absorbed hydrocorti- 
sone could cause adrenal suppression. It has 
been shown, however, that this is a relatively 
insignificant factor in the short-term use of 
vaginal hydrocortisone.’ Clinically we have 
not observed any untoward effects referable 
to absorption with the dosages employed. 


Summary 


Hydrocortisone vaginal tablets have merit 
in providing symptomatic treatment of vagi- 
nitis. especially nonspecific and atrophic vagi- 
nitis, probably because of the general anti- 
inflammatory properties of the steroid. 

Since hydrocortisone is an adrenal steroi«| 
which is capable of absorption, it should be 
used only as a temporary measure and in mod- 
erate dosage. 
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MEDICINE AND THE PRESS 


Sixry-rour years ago President Grover 
Cleveland underwent a surgical operation for 
the removal of a malignant tumor from the 
left side of the upper jaw. The need for secrecy 
was believed to be great, and for that reason 
the operation was carried out on a yacht which 
steamed slowly up the East River off New 
York City. A second operation was performed 
some days later, again on a yacht, also in the 
midst of great secrecy. When members of the 
press checked rumors of the operations. they 
were told officially that the President had had 
an attack of rheumatism in the legs. The true 
account of the first operation did not reach the 
public until 1917, and the story of the second 
operation was not published until 1928. Re- 
calling this incident many years later. the man 
who had been confidential secretary to Presi- 
dent Cleveland at the time remarked, “It seems 
wonderful how many people were thrown off 
the scent. when so many incidents connected 
with the affair were calculated to arouse sus- 
picion.”” 

The advances in relations between the press 
and physicians since those secret operations 
on President Cleveland in 1893 have been al- 
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most as remarkable as advances in medicine 
itself. For instance. when President Eisen- 
hower sustained a heart attack in 1955, the 
press was immediately apprised of the fact. 
Bulletins were issued readily, sometimes daily. 
A year later, when the President underwent an 
emergency abdominal operation, the press 
again was notified, and when the operation 
was finished a complete description of what 
was found and what was done was released. 
Still later. when the Chief Executive volun- 
tarily underwent a physical examination. the 
results again were given to the press. 

There are several reasons for the remark- 
able progress reflected in the. contrast between 
these two incidents. One undoubtedly is the 
increased sophistication of the public in mat- 
ters concerned with medicine. and the conse- 
quent sharpening of curiosity toward such 
matters generally. Another reason certainly is 
the increased ingenuity. and consequent im- 
proved understanding of medical problems. 
on the part of newspapermen. But there is a 
third reason. and that is the gradual but in- 
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evitable acceptance, on the part of the medi- 
cal profession. of its own responsibilities in 
the enlightenment of the public in questions 
of health and disease. 

Very likely some would challenge such a 
statement. Many newspapermen no doubt 
would argue that if progress has been made 
along the lines indicated, that progress has 
not gone far enough. But if the situation is to 
be appraised at all. we must first know how 
far progress has gone. and how much the situa- 
tion has changed from what it was, say. 20 or 
even 10 years ago. 

In the first place. there is scarcely any pro- 
fessional meeting of physicians and surgeons 
held anywhere in the United States to which 
newspapermen do not have ready access. In 
most cases they are urged to attend such 
meetings. and in nearly all cases facilities are 
provided for their convenience. In some in- 
stances. should a newspaperman wish to ques- 
tion a speaker. to gain elaboration of some 
points which may be obscure to him, an of- 
ficer of the society will arrange a personal in- 
terview between the speaker and the inquiring 
newspaperman. This in itself is a major ad- 
vance in relations between medicine and the 
press. Even 10 years ago such an arrangement 
would have been impossible. Perhaps no one 
would have thought of such an idea; if any- 
one had. the notion would have been given 
scant consideration. 

Today there is a National Association of 
Science Writers. admission to which is granted 
a popular writer only after careful investiga- 
tion and study of the applicant’s qualifications. 
The fact that such an association exists has 
inevitably raised the standards of science 
reporting in the public prints, and has, more- 
over. gone far to fortify the respect of physi- 
cians generally for those who record the ad- 
vances in science and medicine for the public. 

A single example will show why this is so. 
For years—centuries, in fact—the physician 
has been extremely sensitive on the matter of 
the introduction of new remedies, new proce- 
dures and new treatments into the public do- 
main. He is by nature skeptical, as he has 
been trained to be. And this ingrained skepti- 
cism. more often than not, is heavily weighted 
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in favor of the patient’s welfare. For if a rem- 
edy. untried and not fully understood, is pre- 
sented indiscriminately to the public. the 
chances are that it will fail. or that it will 
not nearly accomplish what the public has 
been led to expect of it. The result would be 
sheer exploitation of human misery. The hopes 
of the sick would have been aroused in vain. 
The conscientious science reporter of today. 
however, has been trained to recognize that 
the phrase “Preliminary Report” on a medical 
paper means that complete appraisal of the 
subject thus denoted has not yet been possi- 
ble. No scientific investigator would object to 
a newspaperman’s reporting of such an investi- 
gation if the public were told that the investi- 
gation was still in a preliminary stage and that 
information about the problem was still in- 
complete. It is when the press announces that 
a mighty new “cure” has been found. when 
the fact is that only preliminary studies and 
testing have been carried out, that physicians 
become suspicious and resentful of the press 
and justifiably so. 

Most of us can remember, a few years ago. 
the widespread press reports of the so-called 
upside-down stomach. These reports were so 
frequent, for a while, that it seemed epidemic 
proportions had been reached. rivaling the 
genuine pandemic of influenza of World War 
I. Actually, the origin of the condition errone- 
ously designated as “upside-down stomach” 
had nothing to do with the stomach itself. nor 
was the stomach upside down. Neither was the 
condition a sudden or even recent medical dis- 
covery. Physicians have known about it for 
years. It is still seen and it is still being re- 
paired by surgeons. but apparently it has out- 
lived its usefulness to the press. The modern 
science reporter is too sharp to be fooled by 
such an ancient anatomic accident as the late- 
departed “upside-down stomach.” 

Even in the matter of the traditional reti- 
cence of the physician, which has occasioned 
much perplexity and confusion and even anger 
among members of the press, the situation is 
vastly improved. Reticence on the part of the 
physician in affairs which may involve the 
public is almost instinctive. In a large meas- 
ure. it is based on self-imposed discipline that 
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is many centuries old. In other words, the con- 
scientious physician will not boast of his spe- 
cial skills or of his superior experience. To do 
-o would be unfair to his colleagues, mislead- 
ing to the public. and very probably encour- 
aging to quack or spurious practitioners who 
have no regard for either sound medicine or 
the welfare of the sick. Hence, the conscien- 
tious physician will instinctively shrink from 
any action, whether it is his photograph in the 
newspaper or a popular account of some difh- 
cult condition he has treated, that might give 
others the impression that he possesses supe- 
rior skills or special gifts. Everyone benefits 
from such reticence—and perhaps the public 
most of all. for it discourages inept and dis- 
honest practitioners and protects the sick 
against unwarranted and extravagant claims 
on the part of those who would use the press 
for their own advancement. 

Yet. even here. considerable progress has 
heen made. The American Medical Associa- 
tion has officially recognized what must be 
plain to all—that the education of the public 
in medical matters is the responsibility of all 
physicians. If genuine advances in medicine 
have been made. if certain procedures have 
heen tested until it is reasonably certain that 
they will benefit the sick or injured, if new 
agents have been developed which are known 
to he protective against disease on a wide- 
spread scale. any newspaperman will be given 
free access to such information, and if he 
needs professional guidance in the preparation 
of his story, that also will be forthcoming. One 
of the more recent changes in the attitude of 
physicians toward the press is the proviso, 
officially affirmed by the American Medical 
Association, that if it is apparent that illustra- 
tions or photographs will contribute to the 
publie’s understanding in a medical problem, 
they may be furnished freely to the press. 

There remains a domain from which no 
physician wishes to be forced, and I do not 
believe that any degree of either duress or 
suasion will cause him to alter his stand in 
this respect. | refer to the relationship between 
the physician and his patient. This is a prob- 
lem which many newspapermen seem unable 
to understand. Very often a newspaperman 
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will communicate with a physician and ask 
for details about the treatment and condition 
of a private patient. Yet the same newspaper- 
man would not dream of asking a clergyman 
to give him the details of a private confer- 
ence between the pastor and one of his com- 
municants. Nor would a newspaperman ven- 
ture to question an attorney as to the nature of 
a private conversation between attorney and 
client. 

Actually, all three of the instances | have 
just mentioned are in the category known 
as “privileged communications.” Clergyman. 
lawyer, physician—none is expected to di- 
vulge to the public what he has learned from 
private contact with his communicant. client 
or patient, and in some cases he is enjoined 
by legal statutes from doing so. 

All reputable physicians will stand adamant 
in their determination to protect the confi- 
dences of their patients, and rightly so. On 
the other hand, even this particular problem 
is not without a solution, and one that seems 
to me eminently satisfactory. If the physician's 
patient is apprised of the request for informa- 
tion about himself, and authorizes the physi- 
cian to release such information to the press. 
the physician is free to do so. More often than 
not, permission will be given. If it is not. mem- 
bers of the press should realize that the pa- 
tient’s afflictions are his own concern. that he 
is not obliged to tell anyone about them. and 
that the physician in charge has no volition in 
the matter until his patient wills it. 

We have seen that in matters of great pub- 
lic weight and moment, such as the illness of 
a Chief Executive, the medical profession has 
come to agree that the public should be in- 
formed and that the press should have access 
to such information in these matters as would 
be instructive to the public. So far as educa- 
tion of the public in medical affairs is con- 
cerned, the profession officially recognizes that 
it is the responsibility of physicians generally 
to assist in this very valuable endeavor, but 
in such a manner that no individual practi- 
tioner may profit from it to the exclusion of 
his colleagues or to the detriment of the sick. 
Finally. we see that the rights of the individ- 
ual will be protected and upheld. in medicine 
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as in law or other domains, and that the aftlic- 
tions of the sick will not be retailed in the 
public prints against the private wishes of the 
patients concerned. 

CHARLES W. MAYO 


ATHEROSCLEROSIS 


PProsaB_y the most debated subject in mod- 
ern medicine today is atherosclerosis. par- 
ticularly with relation to coronary thrombosis. 
The trend of investigation points toward even- 
tual serious modifications of ordinary diets. 
Indeed, a leading periodical’ of the food in- 
dustry warns producers that they should be 
prepared to switch from saturated to unsatu- 
rated fats within two to five years. If the trend 
continues, sellers of cottonseed, corn and pea- 
nut oil will find themselves with an enormous 
demand; those who produce bacon, fatty 
meats, butter, eggs and cream might find their 
markets greatly restricted. Obviously, the ulti- 
mate effects would concern cake mixes. pie 
crust mixes and many other complex prod- 
ucts. The saturated fats include lard. suet. 
coconut oil and hydrogenated fats such as 
vegetable shortenings and margarines. 

In a recent interview with Time magazine. 
Dr. Norman Jolliffe is quoted: “Stress and 
strain, physical indolence, obesity, luxury liv- 
ing or tobacco play but a minor role in pro- 
ducing a high coronary heart disease rate 
under 65 years of age . . . unless a high in- 
take of saturated fats is added to these fac- 
tors.” Apparently, many leaders in the field 
of nutrition would not agree with this pro- 
nouncement. In a recent meeting of the Ameri- 
can Society for the Study of Arteriosclerosis. 
Dr. Charles F. Wilkinson, Jr. of New York 
University Post-Graduate Medical School said. 
“By proper spacing of the amount of fat con- 
sumed during a 24 hour period, it is possible 
to maintain normal levels of cholesterol. 
phospholipids and total fatty acids in familial 
hyperlipemia.” He pointed out that there is a 
tendency for older people to clear fat less 
well than younger people. In the same meet- 
ing, Dr. W. B. Parsons, Jr. of the Mayo Foun- 


dation reported that large doses of nicotinic 


326 


acid caused a significant decrease of plasma 
cholesterol in 9 of 13 patients. A group of 
investigators from Queens University in 
Kingston, Ontario, including Drs. J. M. R. 
Beveridge, W. F. Connell and G. A. Mayer. 
made experiments on three groups of persons. 
including 52, 48 and 38 men, respectively. 
and found that the 52 men who were fed fo: 
eight days on a diet in which butterfat pro- 
vided 60 per cent of the calories had a con- 
stant quantity of cholesterol in the plasma. 
When this diet was supplemented with vita- 
min E, no change occurred; but the addition 
of wheat germ sterol significantly decrease« 
the cholesterol levels. In a second experiment. 
48 men had a significant reduction of plasma- 
cholesterol when their diet containing 60 per 
cent butter fat was changed to one containing 
30 per cent butterfat and 30 per cent corn 
oil. Furthermore, 38 men placed first on a 
diet in which 60 per cent of the calories came 
from corn oil had a significant increase in 
plasma-cholesterol when changed to diets in 
which 40 per cent of the calories came from 
butter and only 20 per cent from corn oil. 

Unfortunately, great numbers of experi- 
ments are being reported which add but a 
modicum of knowledge without permitting 
anything like positive conclusions. A report 
of a conference before the American Geriatric 
Society and the American Academy of Gen- 
eral Practice, held in New York, states that 
six scientists took issue with recent reports 
that the type of fat in the diet might be a fac- 
tor in causing narrowing and hardening of 
the arteries. Such leaders as Drs. Charles F. 
Wilkinson, Jr. and Frederick J. Stare consid- 
ered that there are many factors that cause 
most diseases, including atherosclerosis. Dr. 
Stare particularly emphasized genetic factors 
which determine the size and shape of the cor- 
onary arteries and the influence of hormones. 
The trend seemed to be that fat-rich diets may 
play a part in but are certainly not the sole 
cause of atherosclerosis. The panel agreed that 
many of the materials used to remove choles- 
terol from the blood, including lecithin and 
choline, had not been successful and that a 
reduction of total calories seemed to be more 
important. 
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Many inconclusive experiments have been 
reported, too many of which have been inade- 
quately controlled; and too many others in- 
volved too few studies over too short a period 
to warrant positive conclusions at this time. 
The statistical evidence involving studies of 
the dietaries of large populations is similar- 
ly highly suggestive and similarly not at all 
conclusive. 

Recently Drs. M. F. Oliver and G. S. Boyd? 
of Edinburgh have given more consideration 
to the endocrine aspects of coronary sclerosis. 
In most civilized communities, more than one- 
third of the total caloric intake is derived 
from fat. Conceivably, this may disturb the 
physiologic balance of fat metabolism. How- 
ever, they emphasize that even in countries 
where fat consumption is high, most of the 
population do not suffer from the clinical 
manifestations of coronary artery disease. 
Only one out of four or five men whose en- 
vironment and occupation are closely com- 
parable is likely to develop clinical coronary 
disease. This individual susceptibility they 
credit to heredity and endocrine factors. Cor- 
onary artery disease occurs seven times more 
often in men than in women before the age 
of 50 and is commoner in men even of ad- 
vanced years. In their investigation, Oliver 
and Boyd concerned themselves with the ef- 
fects of various hormones on the circulating 
lipids and lipoproteins. They studied the ef- 
fects of corticotropin and corticohormones 
from the adrenal, thyroid, pituitary and pan- 
creas, and the sex hormones. 

Although atherosclerosis has been known 
since 1580 B.C., as demonstrated in studies 
of mummies, the apparent recent increase is 
a new phenomenon and definitely alarming. 
With increased standards of living have come 
reduction of physical activity and expendi- 
ture of energy, increase of caloric and fat in- 
take, and associated disturbances of lipid 
metabolism. The increase of coronary artery 
disease is greatest in the professional, busi- 
ness and intellectual occupations and in those 
with heavy responsibilities associated with 
increased stress. Oliver and Boyd feel that 
these factors are transferred to the endocrine 
system via the cortex and the hypothalamus. 
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They have found that administration of ad- 
renal, thyroid and estrogen preparations re- 
duces the plasma-cholesterol, if it is high. 
Administration of androgens and progesterone 
raises the plasma-cholesterol above normal 
levels. Evidence is also accumulating that hor- 
mones influence blood coagulation and fibrino- 
lytic activity. Indeed, they cite references to 
many studies which offer evidence that ali- 
mentary lipemia may accelerate clotting and 
inhibit fibrinolytic activity. 

From research laboratories in many parts 
of the world come other studies which offer 
evidence of a similar character. All of this 
leads to the conclusion that serum lipoproteins 
and cholesterol participate in some manner 
in the development of atherosclerosis and that 
the endocrine glands may also participate con- 
siderably in such processes. A six year project 
which was a joint effort of the technical group 
of a Committee on Lipoproteins and Athero- 
sclerosis and the Committee on Lipoproteins 
and Atherosclerosis of the National Advisory 
Heart Council differed, nevertheless. in as- 
signing any definite values to any of these 
factors. The technical group said that the 
study® established clearly for the first time 
that “elevation of blood lipids precedes clini- 
cal coronary disease and predicts it, rather 
than being a metabolic result of coronary dis- 
ease.” In its summation, the committee stated 
that although “atherosclerosis as manifested 
by definite evidence of coronary artery dis- 
ease, was associated with an antecedent eleva- 
tion of the serum . . . lipoproteins and of the 
serum cholesterol.” these elevations were “not 
of clinical use in predicting those individuals 
who would develop coronary heart disease dur- 
ing the observation period.” The committee 
suggests that these findings “may have a use- 
ful application in epidemiologic studies of 
heart disease.” 

From the statements here made. any scien- 
tifically minded reader will conclude that the 
evidence for a positive conclusion is inade- 
quate. The food industry would obviously be 
badly advised to begin changing formulas 
and attempting to control dietary habits of 
American people on the basis of the evidence 
thus far available. Too many nutritionists are 
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shouting, “Wolf! Wolf!” long before the ap- 
pearance of any lupine threat on the horizon. 
These considerations also must apply to the 
feeding of the vast majority of normal or aver- 
age people and do not concern the treatment 
of people who already have atherosclerosis, 
who have had attacks of coronary disease, and 
who are shown by good laboratory studies to 
have increased amounts of cholesterol in the 
blood. These people should, of course, be 
under the care of physicians who will be con- 
cerned with the person who is sick, and who 
will prescribe for them both nutritionally and 


medically according to their individual needs. 
MORRIS FISHBEIN 


REFERENCES 
1. Fats in foods. Food Business. (In press.) 
2. Oniver, M. F. end Boyp, G. S.: Endocrine aspects of coronary 
sclerosis. Lancet 2:1273-1276 (December 22) 1956. 
3. Heart committees at variance on lipid levels as predictive. Chi- 


cago M. Soc. Bull., Jackson Park Branch. Quoted from Circula- 
tion 14:691 (October) 1956. 


DOMICILIARY CARE 
IN HOSPITALS 


As a result of 18 months of study, a com- 
mittee in New York City, headed by Dr. How- 
ard A. Rusk, has reported to the mayor that 
one of every five patients in the city’s munici- 
pal general hospitals and in those for patients 
with chronic diseases is there not because he 
needs hospital services, but simply because 
he has no other place to go. No doubt this 
situation prevails in practically all of our 
large cities and perhaps even in a few towns 
and villages. 

According to this announcement, New York 
City already is taking steps to overcome this 
situation by creating for such patients special 
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institutions to be known as “homesteads.” 
These will be buildings adjacent to municipal 
hospitals, which will serve to house these peo- 
‘ple and from which they can be rapidly trans- 
ferred to the hospitals should they need any 
medical care. According to Mr. David M. 
Heyman, president of New York Foundation 
which financed the study, the first homestead, 
which will be a pilot experiment, is being de- 
veloped at the Goldwater Memorial Hospital 
on Welfare Island. The members of the com- 
mittee urge the use of the homesteads, par- 
ticularly because they will offer inhabitants 
opportunities for much more normal living 
than is possible in the hospitals. Obviously. 
when they are resident in hospitals, they are 
the source of demands on the professional 
staff and on auxiliary workers such as nurses. 
dietitians, maids and other persons who might 
be devoting their time to greater advantage 
to patients who are acutely sick. 

In a supplementary statement, Dr. Rusk 
points out that 19.2 per cent, or between 
1,740 and 2200 of the 10,000 surveyed, were 
patients in the category mentioned. Obstetric 
patients, infants, tuberculous patients and 
those with psychiatric diagnoses were not in- 
cluded in the study. Primarily, their illnesses 
were neurologic conditions, cardiovascular 
diseases and arthritis. Most of them did not 
have homes or relatives to whom they could 
go. The great majority were elderly people 
who had chronic diseases of long duration. 

The committee also mentioned the desira- 
bility of a rehabilitation program, since, with 
proper care, many of the persons concerned 
might become capable of caring for them- 
selves and might even be able to obtain gain- 
ful occupations. 


MORRIS FISHBEIN 
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your patients with generalized gastrointestinal 
complaints need the comprehensive benefits of 


Tridal 


(DACTIL® + PIPTAL®-—in one tablet) 


rapid, prolonged relief throughout the G.I. tract 

with unusual freedom from antispasmodic 

and anticholinergic side effects 

One tablet two or three times a day and one at bedtime. Each TRIDAL tablet 
contains 50 mg. of Dactil, the only brand of N-ethyl-3-piperidy! 
diphenylacetate hydrochloride, and 5 mg. of Piptal. the only brand 

of N-ethyl-3-pipendyl-benzlate methobromide. 


LAKESIDE 
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pyelonephritis 
delay is 
dangerous... 


antibacterial 
concentrations in urine 


QE) nee. 


turbid urine frequently clear 


days 
most patients 
symptom-free 


FURADANTIN; 


BRAND OF NITROFURANTOIN 


for rapid eradication of infection 


In the majority of 112 cases of acute, per- 
sistent or relapsing urinary tract infections 
“nitrofurantoin [FURADANTIN] was effective 
clinically, with a pronounced improvement, 
indicated by the appearance of the urine as 
well as by verbal commendation by the pa- 
tient, within 24 to 36 hours . . . Some of these 
patients with seemingly impossible cases were 
cured of their infection.’’* 


FURADANTIN first because of these advantages: 
a specific for urinary tract infections + rapid 
bactericidal action + negligible development 
of bacterial resistance + nontoxic. to kidneys, 
liver and blood-forming organs. 


’ AVERAGE DOSAGE: ADULTS—four 100 mg. tab- 


lets daily; 1 tablet during each meal and 1 on 
retiring, with food or milk. In acute, uncom- 
plicated infections, 50 mg. q.i.d. may be pre- 
scribed. If patient is unresponsive after 2 to 
3 days, increase dose to 100 mg. q.i.d. 
CHILDREN—5 to 7 mg. per Kg. (2.2 to 3.1 mg. 
per lb.) per 24 hours. 

SUPPLIED: Tablets, 50 and 100 mg. Oral Sus- 
pension (25 mg. per 5 ce. tsp.). 


* Stewart, B. L., and Rowe, H. J.; J. Am. M. Ass. 160.1221, 1956. 


>) EATON LABORATORIES, NORWICH, NEW YORK 


Nitrofurans—a new class of antimicrobials— neither antibiotics nor sulfonamides 
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SULFASUXIDINE® — NEOMYCIN SUSPENSION WITH KAOLIN AND PECTIN 


When diarrhea brings misery to your patients, 
the prime consideration is prompt, lasting relief. 
CREMOMYCIN is so formulated that bacillary as 
well as nonspecific diarrheas respond promptly— 
often dramatically. The comprehensive, yet local 
antibacterial action of the neomycin and the Sulfa- 
suxidine content is concentrated in the gut and 
is complemented by kaolin and pectin, which 
soothe inflamed mucosa, adsorb toxins, and help 
normalize intestinal motility. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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added certaintyin antibiotic therapy |: 


entire 


—particularly for that 90% 
of the patient population 
treated in home or office 
where sensitivity testing 
may not be practical... 


multi-spectrim 
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100% EFFECTIVE in respiratory infections 
including the 25% due to resistant 
staphylococci.'* 

97% EFFECTIVE in dermatologic and mixed 
soft tissue infections including the 22% 
resistant to one or more antibiotics.** 
94.6% EFFECTIVE in genitourinary infec- 
tions including the 61% resistant to other 
antibiotic therapy.?> 

93% EFFECTIVE in diverse infections includ- 
ing the 21% due to resistant pathogens.!° 


98.7% EFFECTIVE in tropical infections in- 
cluding those complicated by heavy bacte- 
rialcontamination or multiple parasitisms.* 


1. Carter, C. H., and Maley, M. C.: Antibiotics Annual 1956- 
1957, New York, Medical Encyclopedia, Inc., 1957, p. 51. 
2. Shalowitz, M., and Sarnoff, H. S.: Personal communication. 
3. Shubin, M.: Personal communication. 4. La Caille, R. A., 
and Prigot, A.: Antibiotics Annual 1956-1957, New York, 
Medical Encyclopedia, Inc., 1957, p. 67. 5. Winton, S. S., and 
Cheserow, E.: Antibiotics Annual 1956-1957, New York, Medi- 
cal Encyclopedia, Inc., 1957, p. 55. 6. Cornbleet, T.: Personal 
communication. 7. Loughlin, E. H.; Mullin, W. G.; Alcinder, L., 
and Joseph, A. A.: Antibiotics Annual 1956-1957, New York, 
Medical Encyclopedia, Inc., 1957, p. 63. 


ithe antimicrobial spectrum of tetracycline 
extended and potentiated with oleandomycin 
(Matromycin®) to combat resistant strains of 
pathogens— particularly resistant staphylococci 
—and to delay or prevent the emergence of new 
antibiotic-resistant strains. 


| 


synergistically st 


a new maximum 
in therapeutic effectiveness 


a new maximum 
in protection against resistance 


a new Maximum 
in safety and toleration 


SUPPLY 

CAPSULES: 250 mg. 
(oleandomycin 

83 mg., tetracycline 
167 mg.). Bottles 

of 16 and 100. 

new mint-flavored 
ORAL SUSPENSION: 
1.5 Gm., 125 mg. 
per 5 cc. teaspoonful 
(oleandomycin 

42 mg., tetracycline 
83 mg.) 2 oz. bottle. 


TRADEMARK 


(PH Baws ~ PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y% 
World leader in antibiotic development and production 
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When agitation 
must be controlled... 


SPARINE offers dramatic tranquilizing action. 
In your practice, it is a means to simplify difficult management— 
to bring acute agitation under prompt control. 


SPARINE is well tolerated on intravenous, intramuscular, 

or oral administration. Toxicity is minimal—no case 

of liver damage has been reported. Parenteral use offers 
(1) minimal injection pain; (2) no tissue necrosis 

at the injection site; (3) potency of 50 mg. per cc.; 

(4) no need for reconstitution before injection. 

Professional literature available upon request. 


Wijeth 


® 
Philadelphia 1, Pa. 


HYDROCHLORIDE 


10-(y-dimethylamino-n-propy!)-phenothiazine hydrochloride 


Promazine Hydrochloride 


*Trademark 
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® COLACE SYRUP 
(New Dosage Form) 


PURPOSE: Stool softener. 

COMPOSITION: Each teaspoonful contains 20 mg. 
diocty] sodium sulfosuccinate in an orange- and 
mint-flavored syrup. 

DESCRIPTION: Nonlaxative wetting agent reduces 
the surface tension of intestinal fluids to allow 
penetration and softening of the stool. 

HOW SUPPLIED: In 8 oz. bottles. 

propucer: Mead Johnson & Company, Evansville, 
Ind. 


PHENAPHEN® PLUS 


PURPOSE: Analgesic, antipyretic and sedative com- 
bined with antihistamine and nasal decongestant. 
COMPOSITION: Each tablet contains: 


Phenacetin (3 gr.) 194.0 mg. 
Acetylsalicylic acid (21% gr.) 162.0 mg. 


Phenobarbital (%4 gr.) 16.2 mg. 


Hyoscyamine sulfate 0.031 mg. 
Prophenpyridamine maleate 12.5 mg. 
Phenylephrine hydrochloride 10.0 mg. 


INDICATIONS FOR USE: The common cold, influen- 
za, allergic rhinitis, conjunctivitis and hay fever, 
sinusitis and upper respiratory infections associ- 
ated with nasal congestion. 

CAUTION: Because of the phenylephrine compo- 
nent, prescribe with caution for patients with 
hypertension, peripheral vascular disease and cor- 
onary or generalized arteriosclerosis. 

DOSAGE AND ADMINISTRATION: | or 2 tablets three 
times daily, or as directed. 

HOW sUpPLieD: Bottles of 100. 

propucer: A. H. Robins Company, Inc., Rich- 
mond, Va. 
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Information published in this department 
is supplied by the manufacturers of the 
products described. 


©® HUBER LUNG MODEL 


DESCRIPTION: This plastic model of the human 
lung was designed by Dr. John Franklin Huber, 
Professor and Head of the Department of Anato- 
my, and Dr. Chevalier L. Jackson, Professor of 
Laryngology and Broncho-esophagology, Temple 
University School of Medicine, Philadelphia. Use- 
ful in diagnosis, surgery and teaching, it is sepa- 
rable into the 18 principal bronchopulmonary 
segments and has a complete tracheobronchial 
_ tree. Each segment is distinctively colored to 
match its corresponding bronchus. Plastic sockets 
and metal-ball connectors permit compact join- 
ing of the lung segments to each other and to 
their bronchi. Jackson and Huber terminology, 
based on the relative positions of the segments 
within the lobes, is used. Names are printed on 
pressure-sensitive labels, which may be attached 
directly to individual segments. A chrome-plated 
stand completes the model. 

propUCER: Clay-Adams, Inc., New York. 

(Continued on page A-91) 
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Relief 


Medihaler offers virtually instantaneous relief and does 
so with little effort and with maximum safety. 


Measured-Dose True Nebulization 


Delivers a measured dose of true nebular vapor... Dose 
is always the same regardless of strength of fingers or 
amount of medication in bottle. 


Costs the Patient Less 


Medihaler Oral Adapter is made of unbreakable plastic 


...NO moving parts...and 200 applications in each 10 cc. 
bottle. 


Medihaler-Epi- 


ai Riker brand of epinephrine U.S.P. 0.5% solution in inert, 

a nontoxic aerosol vehicle. Each ejection delivers 0.125 mg. 
- epinephrine. In 10 cc. vial with metered-dose valve. 

a *. Indicated in acute or recurring bronchospasm. Re- 

- places injected epinephrine in many emergency situations. 


= Medihaler-lso 
i P| Riker brand of isoproterenol HCl 0.25% solution in 


inert, nontoxic aerosol vehicle. Each ejection delivers 
0.06 mg. isoproterenol. In 10 cc. vial with metered-dose 
valve. e Indicated in acute or recurring bronchospasm. 


Note: First prescription should include desired medication and 
Medihaler Oral Adapter, supplied with pocket-sized 
plastic container. 


\\ 
\ 
-——The Medihaler principle 


is also available in Medihaler-Nitro™ (octyl nitrite) for the rapid re- 
lief of angina pectoris...and Medihaler-Phen™ (phenylephrine-hydro- 
cortisone-neomycin) for lasting, effective relief of nasal congestion. 
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Give your patient that extra lift with “Beminal” Forte 817 
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New for Your Armamentarium 


INTRAMUSCULAR HYDROCORTISONE 


COMPOSITION: Each cubic centimeter contains 50 
mg. hydrocortisone suspended in a sodium chlo- 
ride aqueous solution with benzyl alcohol as a 
preservative. 

INDICATIONS FOR USE: Temporary substitute for 
oral hydrocortisone therapy, preoperative aid in 
surgery for Addison’s disease, postoperative treat- 
ment in bilateral adrenalectomy, and for panhy- 
popituitarism or adrenocortical insufficiency from 
corticosteroid therapy. 

DOSAGE AND ADMINISTRATION: Usually equivalent 
to daily oral dosage; preoperatively, 200 mg. in- 
tramuscularly daily for three days before surgery. 
HOW SUPPLIED: In 5 ce. vials. 

propuceR: Philadelphia Ampoule Laboratories, 
Philadelphia. 


THERMISTOR RADIOMETER 
(Improved Model) 


DESCRIPTION: Instrument measures temperature of 
a moving surface without contacting it; readings 
are made by directing the radiometer at the ob- 
ject. Its wide range permits relative or absolute 
temperature readings from surfaces of operating 
equipment, human or animal skin, building walls. 
liquids, the sky and ground. Measurement of radi- 
ated energy is based on the Stefan-Boltman law 
for black body radiation. The instrument con- 
sists of a temperature-detecting head, which con- 
tains a bridge circuit with a self-compensating 
feature for accurate operation over a wide am- 
bient temperature range, a circuit for amplifica- 
tion, and a reference black body for ambient tem- 
perature compensation. The head aperture is 
about °, in. in diameter and has a 20 degree field 
of view. Temperature differences as small as 
0.1° C. may be measured by quick surface scan- 
ning. Metering circuits provide full-scale readings 
of 10°, 30° and 100° C. above or below ambient 
temperature. Other features are a_ plastic-case 
meter with knife-edge pointer and higher sensi- 
tivity (allows more inverse feedback in vacuum 
tube circuit), and a simplified head construction 
to prevent zero shift due to motion of its parts. 
propuceR: Williamson Development Company, 
Inc., West Concord, Mass. 
(Continued on page A-94) 
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When high vitamin B and C levels 
are required give your patient 
that extra lift with “Beminal” Forte. 


“Beminal” Forte—each capsule contains: 


Thiamine mononitrate (Bi) 25.0 mg. 
Riboflavin 
Cale. pantothenate i 10.0 mg. 
Vitamin C (ascorbic acid) . seus 150.0 mg. 


Vitamin B,iez with intrinsic factor 
concentrate ... 1/9 U.S.P. Unit 


Improved formula 


Dosage: 1 to 3 capsules daily, or more, depending 
upon the needs of the patient. 


Supplied: No. 817 — Bottles of 100 and 1,000 
capsules. 


AYERST LABORATORIES 
New York, N. Y. * Montreal, Canada 


5703 


j 
~~ 
| 
all & 
| 
| 
‘BEMINAL? 
Forte 
VITAMIN 
A-91 


New...improved salicylate therapy 


ina L[ANDEM RELEASE tablet 


‘STAGE DIS! 


. 


The outer layer of Buffered Pabirin Tablets The inner core of Buffered Pabirin 
quickly releases aluminum hydroxide for buffer- Tablets containing acetylsalicylic 
ing action. PABA to potentiate acetylsalicylic acid alone begins to expand after 
acid and therapeutic doses of ascorbic acid to the buffering action has started. 


offset depletion are also in the outer layer. 


Arthritic patients—the very patients who an increase in production of adrenal cortical 
need salicylate therapy most—are also the hormones. 


ones least able to tolerate salicylates over ' 
4 For resistant rheumatics, Buffered Pabirin 


AC Tablets provide the added benefits of 
hydrocortisone. The use of hydrocortisone 
with acetylsalicylic acid reduces corticoid 
dosage to minimize the danger of adrenal 
atrophy. And PABA retards breakdown of 
hydrocortisone by the liver thereby pro- 
longing its effect. 


prolonged periods without gastric distress. 
This problem is now solved by the new 
Buffered Pabirin Products. The protective ° 
antacid (aluminum hydroxide) buffers 
against gastric irritation. PABA and the 
antacid potentiate acetylsalicylic acid and 
rapidly create high, sustained blood levels 
with low salicylate dosage...higher than 


with PABA or buffers alone. Studies show Buffered Pabirin and Buffered Pabirin AC 
that high salicylate plasma levels promote Tablets are both sodium and potassium free, 


SMITH-DORSEY « Lincoln, Nebraska «+ a division of The Wander Company 
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MINUTES 


salicylic acid. 


The inner core then disintegrates rapidly . 
and permits fast absorption of the acetyl- 


Buffered Pabirin AC Tablets release, in 


addition, hydrocortisone from the core. 


Dosage: Two or three tablets 3 or 4 
times daily. In rheumatic fever three 
to five tablets 4 or 5 times daily. 
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for most rheumatoid arthritics 


Buffered P abirin’ 


xt buffered for superior gastric tolerance 


x- buffered for faster pain relief 


RESULT: 


e increased range of motion 
e faster pain relief 
e superior gastric tolerance 


for resistant rheumatics 


Buffered P abirin AC 


TABLETS TABLETS 
Hydrocortisone 2.5 mg. 
300 mg. Acetylsalicylic acid (5 gr.) 300 mg. 
300 mg. Para-aminobenzoic acid (5 gr.) 300 mg. 
50 mg. Ascorbic acid 50 mg. 
100 mg. Dried aluminum hydroxide gel 100 mg. 


Dosage: Initially, one or two tablets 4 
times daily, after meals and on retiring. 
Reduction of dosage.should be gradual; 
never stopped abruptly. 


| 


New for Your Armamentarium 


® SLIDING DOOR CABINET 


DESCRIPTION: Cabinet of heavy steel, 36 by 22 by 
68 in., weight 115 lb., has sliding doors hung on 
overhead suspended nylon rollers for finger-tip 
opening and closing. One shelf is welded in 
place, the others may be placed in wedge slots 
where desired. Built-in key lock is separate from 
the satin-chrome handle. Unit comes in silver- 
gray finish unless office green is specified. Extra 
shelves are available. 

PRODUCER: Precision Equipment Co., Chicago. 


PLAQUENIL® SULFATE 


PURPOSE: Treatment of light-sensitive diseases, 
malaria and giardiasis. 

COMPOSITION: Each tablet contains 200 mg. 
7-chloro-4-[4-( N-ethyl-N-8-hydroxyethylamino)-1- 
methylbutylamino] quinoline sulfate. 

INDICATIONS FOR USE: Chronic discoid, localized 
edematous or subacute types of lupus erythema- 
tosus; polymorphic light eruptions; malaria due 
to Plasmodium falciparum and P. vivax, and 
Giardia lamblia infection. 

CAUTION: Side effects may be nausea, vomiting, 
cramps and diarrhea; infrequently, dermatitis, 
lassitude, dizziness, headache and mild anemia 
have been noted. If such symptoms are present, 
dosage should be reduced or the drug discontinued. 
DOSAGE AND ADMINISTRATION: For skin diseases, 
initial adult dosage, administered orally, averages 
400 mg. once or twice daily. In prolonged main- 
tenance therapy, 200 to 400 mg. daily may suffice. 
For malaria, an initial adult dose of 800 mg., fol- 
lowed by 400 mg. in from six to eight hours and 
400 mg. on each of two successive days. A single 
dose of 800 mg. also has been used successfully. 


For giardiasis, 200 mg. three times daily for five 
days. Smaller doses recommended for children. 
HOW SUPPLIED: Bottles of 100. 

propuceR: Winthrop Laboratories, New York. 


® ADAPTIC NONADHERING DRESSING 


DESCRIPTION: This primary surgical dressing is 
of woven viscose filaments impregnated with a 
specially formulated bland oil-in-water emulsion 
which keeps the fabric porous to provide maximal 
drainage while avoiding adherence to the wound. 
The fabric weave is tight enough to prevent new 
skin from growing through the dressing, and side- 
ways stretch allows dressing to conform to all 
contours without wrinkling. Excellent for all types 
of wounds, such as burns, skin grafts, plastic sur- 
gery, colostomies, ileostomies, open ulcers and in 
wounds where packing is needed. Each sterile 
dressing is individually packaged in an easily 
opened envelope. 

propucER: Hospital Division, Johnson & Johnson, 
New Brunswick, N. J. 


® TOMAC ELECTRIC GASTRO-EVACUATOR 


DESCRIPTION: Provides correct, accurate aspiration 
by continuous gentle suction at a constant level at 
predetermined degree of vacuum, which is ad- 
justable from 0 to 200 mm. Hg with 1 per cent 
accuracy. For most drainage cases, pump will ad- 
just itself to proper suction level. Two ordinary 
gallon food jars may be used in series or singly 
with no switch-over break in operation. When 
bottles are filled, red pilot light glows and micro- 
switch turns off pump; green light shows pump 
is operating. Evacuator runs automatically and 
silently on vibrator principle without motor. Stor- 
age cabinet, 36 in. high on 2 in. casters, holds 
fluid-analysis apparatus, etc. 

propucer: Distributed by American Hospital Sup- 
ply Corporation, Evanston, II]. 

(Continued on page A-95) 
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because she’s on 


rheumatoid stiffness 
is alleviated... 

yet she has 

no dietary worries 


With METICORTEN therapy your rheumatoid 
patient experiences unexcelled relief 

from arthritic symptoms without 

forfeiting the enjoyment of a full, 

unrestricted diet because there is 

much less likelihood of weight gain 

due to salt retention or edema. 

1,2.5 and 5 mg. white tablets 


Selering 
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New for Your Armamentarium 


® VI-PENTA® DROPS 
(New Dosage Form) 


pURPOSE: Pediatric vitamin therapy. 
COMPOSITION: Vi-Penta No. 1 contains vitamins K, 
E and C; No. 2 contains vitamins A, D, C and E, 
and No. 3 (formerly called Vi-Penta Drops) con- 
tains eight essential vitamins. 

INDICATIONS FOR USE: Vi-Penta No. 1 is particu- 
larly useful for premature and full-term infants 
during the first week of life and may be helpful 
in reducing incidence of neonatal hemorrhage: 
No. 2 provides vitamins necessary for infants up 
to one year of age, and No. 3 is for infants and 
children of all ages. 

propucerk: Hoffmann-La Roche, Inc., Nutley, N. J. 


® MICROSCOPE SLIDE BOX 


DESCRIPTION: A service package containing pre- 
cleaned microscope slides. The box features fin- 
ger-tip access to individual slides, a slanted stor- 
age tray for unused slides, and a separate area 
to store specimen slides. A lining of coated, dust- 
free paper preserves slide cleanliness. The slides 
are available either plain or with a frosted end 
for marking purposes. 

propuceR: Glasco Products Company, Chicago. 


© ACCU-RED PIPETS 


DESCRIPTION: Made of chemically resistant pyrEx® 
glass 7740, these Mohr-type serologic and measur- 
ing pipets are unaflected by sterilization. Gradua- 
tions and sight lines are in permanent lifetime 
red markings which actually are a part of the 
glass itself. Double-beveled tips and uniform walls 
are unmarred by etched graduations. Both types 
of pipets are available in 1, 2, 5 and 10 ml. ca- 
pacities graduated in 0.1 ml., and in 1 ml. gradu- 
ated in 0.01 ml. The measuring pipet is also avail- 
able in 25 ml. graduated in 0.1 ml. 

propucer: Corning Glass Works, Corning, N.Y. 


March 1957 


© MATROMYCIN® 


PURPOSE: Broad-spectrum antibiotic, particularly 
useful in infections due to resistant staphylococci. 
composition: Each capsule contains 250 mg. ole- 
andomycin phosphate. 

DESCRIPTION: Effective against a wide variety of 
gram-positive pathogens and several species of 
gram-negative pathogens. Experiments indicate no 
predictable cross-resistance between Matromycin 
and erythromycin, or tetracycline, oxytetracycline, 
chlortetracycline, penicillin and streptomycin. 
INDICATIONS FOR USE: In infections caused by 
pneumococci, staphylococci and streptococci (beta 
and alpha hemolytic strains and enterococci). 
CAUTION: Clinical studies have not yet determined 
the efficacy of oleandomycin in treatment of in- 
fections due to many organisms which are sus- 
ceptible by in vitro tests. Therefore, at present it 
is recommended only for treatment in infections 
caused by organisms listed above. 

DOSAGE AND ADMINISTRATION: In adults, 250 to 
500 mg. four times daily according to type and 
severity of infection; in children eight months to 
eight years, approximately 30 mg. per kilogram 
of body weight daily in divided doses. 

HOW supPLieD: Bottles of 16. 

propucer: Chas. Pfizer & Co., Inc., Brooklyn. 


@ TOMAC SHORT WAVE DIATHERMY GENERATOR 


purRPOsE: To produce electric current oscillation 
for short wave medical diathermy. 

DESCRIPTION: Oscillatory circuit is the two tube, 
push-pull type and contains a vacuum condenser 
which is not affected by moisture, vibration and 
other room conditions. Wide-range, parallel-tuned 
output circuit permits quick, effective treatment 
of any body area. Condenser pad electrodes are 
applied rapidly and conveniently. Power is sufh- 
cient to deliver required heat to localized or large 
areas. Operator sets time (60 minute type), which 
automatically turns on the current, and turns the 
one regulating control to adjust desired output. 
Unit operates on frequency of 27.120 m.c. and 
bears approval of Federal Communications Com- 
mission and acceptance of Underwriters’ Labora- 
tories. 

propucer: Distributed by American Hospital Sup- 
ply Corporation, Evanston, II. 


© TWIN JIFFY CABINETS 


DESCRIPTION: These new steel cabinets have clear 
plastic drawers for storage of small items; draw- 
ers measure in. by in. by in., may be 
divided into three compartments by using dividers 
furnished, and are twice the size of previous 
models made by the same company. Cabinet is 
supplied in four different sizes. 

propucer: Campro Sales Company, Canton, Ohio. 

(Continued on page A-96) 
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.ABDEC’ DROPS” 


“Hey, Tommy, 
have you heard about 
the delicious new 
apple-flavored 


| 

q 


. 


ABDEC DROPS are supplied in 15-cce. 
and in 50-ce. bottles with calibrated 
non-breakable plastic droppers. 


New for Your Armamentarium 


© CYTOFERIN® LIQUID 


PURPOSE: Basic iron therapy, especially suitable 
for pediatric use. . 
composiTIoN: Each 10 cc. (2 teaspoonfuls) con- 
tains 200 mg. (3 gr.) ferrous sulfate u.s.p. and 
150 mg. ascerbic acid (equivalent to the vitamin 
C content of 12 oz. fresh orange juice). 
DESCRIPTION: This lemon-lime-flavored preparation 
provides greater iron absorption and _ utilization, 
accelerates hemoglobin response, increases reticu- 
losis, and shortens duration of therapy. 

HOW supPLiED: 8 fl. oz. bottles; tablets in bottles 
of 100 and 1000. 

propucer: Ayerst Laboratories, New York. 


@ MORRIS EXTERNAL DEFIBRILLATOR 


PURPOSE: Cardiac therapy. 

DESCRIPTION: Designed for quick connection and 
immediate use, this combined internal and exter- 
nal defibrillator includes facilities for defibrilla- 
tion under all possible conditions. In addition to 
standard safety devices, additional features which 
prevent accidental use of excessive internal cur- 
rents or inadequate external currents are included. 
PRODUCER: Levinthal Electronic Products, Inc., 
Palo Alto, Calif. 


SELSUNEF® OINTMENT 


PURPOSE: Treatment of inflammatory skin diseases. 
coMPOsITION: Each 5 gm. tube contains 0.5 per 
cent selenium disulfide and 0.5 per cent hydro- 
cortisone acetate in a soft petrolatum base. 
INDICATIONS FOR USE: Marginal blepharitis, seb- 
orrheic dermatitis of the auditory canal or other 
limited areas of the body, and allergic dermatosis 
where seborrheic involvement is suspended. 
CAUTION: Prevent ointment from entering the con- 
junctival sac, as pain and irritation might result. 
DOSAGE AND ADMINISTRATION: After thorough 
cleansing of the involved area, rub on a small 
amount of the ointment; allow it to remain for 
30 minutes, then remove with a clean cloth or 
tissue. 

HOW SUPPLIED: 5 gm. tubes. 

propuceR: Abbott Laboratories, North Chicago. 
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New for Your Armamentarium 
GANTRIMYCIN® 


ptRPOSE: Double-spectrum antibacterial. 
COMPOSITION: A combination of GANTRISIN®, a 
single, soluble sulfonamide, and oleandomycin. 
INDICATIONS FOR USE: A wide variety of bacterial 
infections, particularly respiratory, localized pyo- 
genic, systemic and urinary tract infections caused 
by gram-positive and gram-negative organisms. 
propuceR: Hoffmann-La Roche, Inc., Nutley, N. J. 


® OUTER GROUND GLASS JOINTS 
(New Design) 


DESCRIPTION: Finely ground to the exact taper of 
the Bureau of Standards specifications, this de- 
sign features a constant outside diameter (except 
for top-reinforcing bead) which facilitates clamp- 
ing and imparts greater strength. It eliminates 
need for a bulb just below the ground section, 
thereby preventing holdup and thinned-out sec- 
tions of glass. Full-length interchangeable joints 
are available in sizes from 7/25 through 45/50. 
Sizes 7/15 through 34/28 are offered in medium- 
length joints. 

PRODUCER: Kontes Glass Company, Vineland, N. J. 


® ULTRASONIC INSTRUMENT CLEANER 


DESCRIPTION: Unit, which utilizes high-frequency 
sound waves to clean instruments, is 72 in. wide 
and consists of two stainless steel cabinets 33 in. 
deep and 28 in. high. One cabinet houses a gen- 
erator which produces high-power electrical ener- 
gy. The other holds the transducer or cleansing 
unit, which contains the cleaning solution and 
converts the electrical energy into high-frequency 
sound. The basin, 9 by 12 by 14 in., will hold 
100 instruments. Low-frequency ultrasonic sound 
waves are transmitted through either cold water 
or a water-detergent solution and produce voids 
which “cold boil” under the soil and blast it 
loose from an instrument. The cleaner is adapta- 
ble for easy installation. Plumbing and electrical 
connections are in the rear of the unit. 

PRODUCER: Pioneer Central division of Bendix 
Aviation Corporation, Davenport, Ta. 
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2K translation: “It so happens that highly 
palatable, apple-flavored ABDEC DROPS 
are, at present, my source of nutritional 
supplementation, providing ample 
amounts of eight important vitamins in 


aqueous, nonalcoholic form.” 
CAM 
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Products 


by Therapy Indications 


PHARMACEUTICALS 


Analgesics and Narcotics 
Ascriptin—Rorer 
Donnagesic—Robins 
Protamide—Sherman 


Anesthetics. Local 
Xylocaine Jelly—Astra 
Xylocaine Solution—Astra 


Anesthetics, Topical 
Tronothane—Abbott 
Xylocaine Ointment—Astra 
Xylocaine Viscous—Astra . 


Antacids and Intestinal Adsorbents 
Kolantyl—Merrell 


Antiarthritics 
Ataraxoid—Pfizer 
Benemid— Merck Sharp & Dohme 
Co-Deltra—Merck Sharp & Dohme 
Co-Hydeltra—Merck Sharp & Dohme 
Meprelone—Merck Sharp & Dohme . 
Meticorten—Schering 
Pabalate—Robins 
Pabalate-HC—Robins . 
Pabirin—Smith-Dorsey 
Pabirin AC—Smith-Dorsey 
Salcort—Massengill 
Sterane—Pfizer 


Antiasthmatics 


Medihaler-Epi—Riker 
Medihaler-Iso— Riker 
Meticorten—Schering 
Tedral—Warner-Chilcott ... 


Antibacterials 


Gantrimycin—Hoffmann-La Roche 
Lipo Gantrisin—Hoffmann-La Roche 


Antibiotics 
Achromycin-V —Lederle 
Erythrocin—Abbott 
Matromycin—Pfizer .. 
My steclin—Squibb 
Panmycin—Upjohn 


Pen-Vee—W yeth 


Remanden— Merck Sharp Dohme . 


Sigmamycin—Pfizer 
Tetrex— Bristol 


Anticholinergics 


Azulfidine—Pharmacia 
Pathilon—Lederle 


Antidiarrheals 
Cremomycin— Merck Sharp & Dohme 


Anti-Inflammatories 
Chymar—Armour 


A-106 


.. Facing 


A-97; A-142-143 
A2 


..Facing .\-48-49 
 A104-16 
A95 

A. 108-109 

A-12) 

A-35 

A-10 

\-84.-85 

A-98-99 
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“After 123 


Chart (left) shows 


blood levels practically 
double with Tetrex 


— from 3 independent studies by 


P. A. Bunn, M.D., Sol Katz, M.D., 
and G. A. Cronk, M.D., on 186 patients 


A-3 
A-69 
co 
A-157 
.......-Faeing A-94 
A-92-93 
A-92-93 
A-163 
doubly-high antibiotic blood lev@i 
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Products by Therapy Indications—Continued 


Antimalarials ee Fourth Cover 
astran Forte—Wampole A-74-75 
Winthrop Veralba-R—Pitman-Moore A-12 
Verapene—Wampole ........ A-172-173 
A-106 Cantil—Lakeside A-80 Contraceptives 
Tridal—Lakeside A81 Ortho Kit—Ortho Facing A-111 
Preceptin—Ortho Facing A-110 
42-143 Ataractics 
A Atarax—Roerig A-23 Corpus Luteum Preparations 
Dexazyme——Gray A-46 Nugestoral—Organon A-171 
Equanil— Wyeth A-165 
\-48-49 Miltown— Wallace A-19 
04-105 Nostyn—Ames ....... A-120 Dermatologic Preparations 
AG; Serpasil- Ciba A-62-63 Acnomel—Smith, Kline & French A-21 
08-109 Serpatilin—Ciba A-6-7 Desitin Ointment—Desitin A-151 
Sparine—Wyeth ... A-86-87 Lipan—Spirt A-154 
AS Thorazine-—-Smith, Kline & French A-149 Neo-Magnacort—Pfizer A-124-154 
A-10 Ultran—Lilly . A-153 Perazil—Burroughs Wellcome A-34 
\-84.85 Sebizon-——Schering A-129 
\-98.99 Selsun— Abbott Facing A-64 
Cardiovascular Agents Selsunef Ointment—Abbott A-96 
Ansolysen—Wyeth ...... A-119 Tarcortin—Reed & Carnrick A-100 
Gitaligin—W hite A-162 
Ali Inversine— Merck Sharp & Dohme Second Cover Di . 
A-159 Medihaler-Nitro—Riker A-155 
Metamine—Leeming .. .... A-24 Diamox—Lederle A-114 
Peritrate—Warner-Chilcott rz A-174 Rolicton—Searle A-l 
A83 Raudixin—Squibb ........ A-51 
Rauvera—Smith-Dorsey ................. A-31 
Rauwiloid—Riker ............. ee Enzyme Preparations 
Rauwiloid-Hexamethonium—Riker . Varidase—Lederle A-156 
A-12; Rauwiloid-Veraloid—Riker ....................... A-125 (Continued on page A-100) 


PHOSPHATE COMPLEX CAPSULES 


—each capsule equivalent to 250 mg. tetracycline HCI 
—average adult dose 1 capsule q.i.d. 


| 
levsith a single antibioti 
e a singie an OUIC broad-spectruman- 
higher, more effi- | 
™ cient blood levels, 
_-practicallydouble =| 
those of tetracy-— 
cline HCl, within} | 
te 3 hours 
administration, 
Bristol 


sub-acute 
and chronic eczemas 


new tar-steroid 
combination 


accelerates degree and 


rapidity of response 


arcortin 


nummular eczema 
hand eczemas 
atopic dermatoses 
seborrhea 
anogenital pruritus 
dermatitis venenata 


When a prompt response is 
desired in sub-acute and 
chronic dermatoses Tarcortin 
is indicated... this syner- 
gistic tar-steroid therapy is 
particularly valuable in resis- 
tant and refractory cases. 
Formula: 0.5% hydrocortisone;5% 

special coal tar extract cream 
( arbonis®) 
Available: 7 gram, and 1 ounce 
tubes. 
Write for samples: 
Tarcortin cream . 

tar-steroid therapy 

Tarbonis cream . 


coal tar therapy alone 


REED & CARNRICK 
JERSEY CITY 6, NEW JERSEY 


Products by Therapy Indications— Continued 


Geriatric Preparations 


Dexamyl—Smith, Kline & French A-13] 
Vistabolic—Organon \-25 
Hematinics 
Cytoferin—Ayerst \-96 
Livitamin— Massengill \-76 
Pronemia— Lederle \-67 
Rarical—Ortho . \-146 
Rarical with Vitamins—Ortho .. A-147 
Reditrin-T— Merck seed & Dohme Third Cover 
Trinsicon— Lilly \-33 
Hormones and Steroids 
Deladumone—Squibb \-117 
Delalutin—Squibb A-117 
Delatestryl—Squibb . \-117 
Delestrogen—Squibb \-117 
Hydeltra-T.B.A.— Merck Sharp & Dohme A-115 
Intramuscular Hydrocortisone—Phil. Ampoule A-9] 
Tace—Merrell \-138 
Immunizing Agents 
Antimumps Serum—Hyland \-130 
Mumps Vaccine—Lederle A-150 
Laxatives, Deconstipants and Enemas 
Colace Syrup—Mead Johnson A-88 
Doxinate 240—Lloyd . 4-40-41 
Modane—Warren-Teed A-116 
Phospho-Soda—Fleet \-126 
Muscle Relaxants 
Flexin—McNeil 
Otic Medications 
Auralgan—Doho A-49 
O-Tos-Mo-San—Doho A-49 
Reducing Aids 
Biphetamine—Strasenburgh A-167 
Obedrin—Massengill . A-55 
Preludin—Geigy 4-103 
Seco- Synatan—Irwin, Neisler \-169 
Synatan—Irwin, Neisler \-169 
Respiratory Infection Medications 
Achrocidin—Lederle 4-133 
Alevaire—W inthrop A4 
Benylin—Parke, Davis 4-42-43 
Clistin— McNeil A-7] 
Coricidin—Schering A-16; Facing “A-16-17; A-lT 
Cosanyl—Parke, Davis . 
Hycodan—Endo . A-145 
Larylgan—Doho ....... A-49 
Medihaler-Phen—Riker \-44-45 
Novahistine—Pitman-Moore A-134 
Novahistine-lI)H— Pitman-Moore \-135 
Pen-Vee-Cidin— Wyeth A-47 
Phenaphen—Robins A-88-124- 136-150 
Phenergan—Wyeth A.73 
Rhinalgan—Doho A-49 
Romilar—Hoffmann-La Roche A-77 
Tetrazets— Merck Sharp & Dohme A-141 


POSTGRADUATE MEDICINE 


Se 


| 
| 
| 
| 
| 
| 
| 
| 
| 
’ 
| | 
| 
| | 
i 
| | 
ufts | 
| | 


Products by Therapy Indications—Continued 


Sedatives and Hypnotics Homagenets— Massengill A-137 
131 McNeil A-107 Redisol—Merck Sharp & Dohme A-101 
25 Carbrital—Parke, Davis A-161 4.29 
Noludar—Hofimann-La Roche A-111 ASS 
Placidyl— Abbott Facing A-65; A-65 
) Viterra—Roerig A-144 
Sulfonamides 
7 DIETARY 
Terfonyl—Squibb 
16 Dairy Foods—National Dairy Council A-66 
47 Meyenberg Goat Milk—Jackson-Mitchell A-48 
Trichomonacides 
33 Tricofuron—Eaton A-61 
Tritheon—Ortho |. A-78-79 INSTRUMENTS AND EQUIPMENT 
Anatomatic Century Il X-Ray Unit—Picker A-140 | 
17 Morris External Defibrillator—Levinthal A-96 
17 Azo Gantrisin—Hofimann-La Roche A-102 Multifit Syringes—Becton, Dickinson A-142 
17 Furadantin — Eaton A-82 Thermistor Radiometer—Williamson A-91 
17 Tomac Gastro-Evacuator—Am. Hosp. Supply A-94 
Tomac Short Wave Diathermy Generator—Am. Hosp. 
9] Vaginal Antiseptics Supply . A-95 
38 Triple Sulfa Cream—Ortho A-57 Viso-Cardiette—Sanborn A-118 
Vasodilators MISCELLANEOUS 
~s Tolpal—Phil. Ampoule A-97 Accu-red Pipets—-Corning Glass A-95 | 
ss Adaptic Dressing—Johnson & Johnson A-94-112-113 | 
Huber Lung Model—Clay-Adams A-88 
Vitamins and Nutrients Microscope Slide Box—Glasco Prod. A-95 * 
ABDEC—Parke, Davis A-96-97 Outer Ground Glass Joints—Kontes Glass A-97 
88 Beminal 817—Ayerst A-90-91 Sliding Door Cabinet—Precision Equip. A-94 
4] Engran—Squibb A-143 Technical Close-Up Outfit—Eastman 4-121 
Folbesyn—Lederle . A-20 Twin Jiffy Cabinets—Campro Sales A-95 
60) 
49 
W 
67 
03 
69 
33 
13 
i] 
4 CYANOCOBALAMIN (CRYSTALLINE VITAMIN B,,) 
15 
19 When RED!ISOL—pure vitamin B,.—is used as a dietary supple- 
5 ment, weight gain and increase in appetite often follow. The 
“ cherry-flavored Elixir and soluble Tablets dissolve readily in 
liquids. 
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MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc.. PHILADELPHIA 1, PA 
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Against Pathogen & Pain 
in urinary tract infections 


Azo Gantrisin combines the single, soluble sulfonamide, Gantrisin, 


with a time-tested urinary analgesic - in a single tablet. 


Prompt relief of pain and other discomfort is provided 
together with the wide-spectrum antibacterial effectiveness 
of Gantrisin which achieves both high urinary and plasma levels so 


important in both ascending and descending urinary tract infections. 


Each Azo Gantrisin tablet contains 0.5 Gm Gantrisin 'Roche' plus 50 mg phenylazo-diamino-pyridine HCl. 


Gantrisin® - brand of sulfisoxazole 


Original Research in Medicine and Chemistry 


POSTGRADUATE MEDICINE 
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tly demonstrated outstanding ability to produce significant and dpr 


% of overweight | 
A totally new development in anorexigenic therapy, PRELUDIN substan- 
4 my reduces the risks and discomfort in reducing. 
Distinctive in its Chemistry: PRELUDIN is a to} N compound of the oxazir 
Distinctive in tolerance: witn FRELUDIN tnere Is a notable absence of palpitations 
ornervous excitement. It may generally be administered with safety to patients with 
Tesi” ‘For your patient's greater comfort: Pr LUDIN curtails appetite without destroying 
“ ehjoyment of meals...causes a mild evenly sustained elevation of mood that k 
— the patient in an optimistic and cooperative frame of mind. li 
Recommended e: One tablet two or three times dai taken one hi urbefore | 


A 27-year-old man, a chronic alcoholic, was admitted \ ith a } 
tory of an alcoholic spree followed by a Cough, greenish Sputur, 
and chills and fever. 

Physical examination showed a temperature of 104 F 
indicated pneumonia in the right lower lobe. This Ww 
by X-ray. The sputum revealed £'am-positive diplococe; and 
blood culture subsequently grew Type VI] Pneumococej. 

The patient Was treated with erythromycin, 300 mg. eve 
hours Per os. His temperature dropped to normal by 48 hour 
X-ray of the chest revealed considerable clearing by the 
hospital day. After 10 days hospitalization, the patie 
for discharge, 


and 
as confirmed 


ry six 
and 
fourth 
nt was fit 


“rst Antibiotics Symposium, We reported the Successfy] treatment with 


romyein of #7. influenzae Pneumonia and bacteremia. A second patient 


with H. influenza Pheumonia and bacteremia had a clinical course almost 
identical te the one Previously reported, with cure obtained by treatment y ith 


500 mg. of erythromycin Per Os every four hours for 14 days, 


Of these 139 Patients with bacterial Pneumonia, 127 (96¢ 


- 


Zo) had a £00d clinica] 
result. One patient with lobar Pheumonia had a ood initj 


al respons 
delayed resolutic 
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‘Highly tn Freumonial 
In one investigation, 75 adult patients with bacterial pneumonia 
were treated with erythromycin. In his summary, the clinician re- 
ported: “It is concluded that erythromycin is highly effective in the: 
treatment of pneumonia due to gram-positive bacteria.’’ 
This, of course, is only one of many reports showing the effective- 
ness of ERYTHROCIN against coccic infections. You’ll get the same 


good results (nearly 100% in common, bacterial re- Abbott 
spiratory infections) when you prescribe ERYTHROCIN. 


f ilmta 


Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


After a study of 171 patients treated with erythromycin, the investi- 
gator wrote: ‘No serious side effects occurred with prolonged therapy 
or with doses up to 8 Gm. per day in the severe infections.’”! 

Actually, ERYTHROCIN stands on a remarkable record of safety. 
After four years, there’s not a single report of a severe or fatal reac- 
tion attributable to erythromycin. In addition, you'll find allergic 
manifestations rarely occur. Filmtub ERYTHROCIN ObGott 
Stearate (100 and 250 mg.), in bottles of 25 and 100. 


® Filmtab—Film-Sealed tablets, Abbott; pat. applied for. 


. Romansky, M.J., et al., Antibiotics Annual 1955-1956, p. 48, 


. Waddington, W. S., Maple, F. C., and Kirby, W. M. M., 
A.M.A. Archives of Internal Medicine, 1954, p. 556. 
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not necessarily 


Tedral, taken at the first sign of attack, often 
forestalls severe symptoms. 


relief in minutes... Tedral brings symp- 
i tomatic relief in a matter of minutes. Breathing 
j becomes easier as Tedral relaxes smooth muscle, 
| reduces tissue edema, provides mild sedation. 


Tedral 


WARNER-CHILCOTT 


invitation to asthma? 


for 4 full hours... Tedral maintains more 
normal respiration for a sustained period—not 
just a momentary pause in the attack. 


Tedral provides: 


in boxes of 24, 120 and 1000 tablets 
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He used to fuss and fume when traffic slowed him down. Now he 
relaxes—his pace of living has been ‘‘calmed down’’—since his 
doctor prescribed 


utiserpine 


Life 
That’s the tranquilizing-sedative-hypotensive effect 
ih a BUTISERPINE has on tense, highstrung patients. Its Butisol 
ra wit hout component quickly induces a more reasonable, tranquil attitude. 
This gives the reserpine component a chance to build up to its 
maintenance tranquilizing effect. 


Fren 7, "4 Now you can prescribe Butiserpine also in its delightfal Elizie 


ae form. Each tablet or teaspoonful of elixir contains: 
Butisol® Sodium 15 mg. (% gr.) 
(Sodium 5-ethyl-5-sec-butyl barbiturate, McNeil) 
Reserpine 0.1 mg. 
Tablets 


Elixir 
if Prestabs Butiserpine R-A (Repeat Action Tablets) — 


Laboratories, Inc. 
Philadelphia 32, Pa. 
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AN IMPORTANT CLINICAL CONSIDERATION: 


the rising incidence of moniliasis since the introduction 
of broad spectrum antibiotics 


EXAMPLE: Candida albicans (monilia) as a cause of vaginitis’ 


Trichomonas Monilia Trichomonas Monilia 


The use of any antibiotic may cause the troublesome and potentially serious 
complication of monilial superinfection by suppressing the bacterial flora of the 
intestinal tract and allowing monilia to proliferate. 


“Even one day of therapy may be sufficient to provoke an unfavorable chain of 
events and this fact should be kept in mind whenever a patient is to receive an oral 
antibiotic for even a minimal period of time.” 


Mysteclin provides well tolerated therapy for the common respiratory, gastt 
intestinal and genitourinary infections which respond to tetracycline and at ti 
same time protects the patient against the moniiial overgrowth so often associalel 
with the use of broad spectrum antibiotics. | 


References: 


1. Lee, A. E, and Keifer, W. S.: Northwest Med. 
53:1227, 1954. 2. Pace, H. R., and Schantz, S, L: 
J.A.M.A. 162:268, 1956. 3. Metzger, W. L, et al: 
Paper presented at 4th Annual Symposium on Anti- 
biotics, Washington, D. C., Oct. 17, 1956. 


} 
| 
j 
: 
| 
os 
- 4 
UIBB Wiig) Squibb Quality—the Priceless 
*MYSTECLINY®, “STECLIN’® AND “MYCOSTATIN’® AR: 


e debilitated or elderly patients 


e patients requiring high or prolonged antibiotic dosage 
e infants—particularly prematures 


e patients receiving concomitant cortisone or related 
steroid therapy 


e diabetic patients 


e patients who have developed a monilial complication 
on previous broad spectrum therapy 


¢ women—particularly during pregnancy 


cause the danger of monilial superinfection is greatest in these patients 


Steclin-Mycostatin (Squibb Tetracycline-Nystatin) 


BAVAILABLE AS: 
Mysteclin Cupsules: 250 mg. Steclin (Squibb Tetracycline) Hydrochloride and 250,000 units Mycostatin 
B (Squibb Nystatin), bottles of 16 and 100. 


Mysteclin Half Strength Capsules: 125 mg. Steclin (Squibb Tetracycline) Hydrochloride and 125,000 units 
BMpeostatin (Squibb Nystatin), bottles of 16 and 100. 
. Mysteclin Suspension: fruit-flavored oil suspension containing the equivalent of 125 mg. Steclin (Squibb 
Mp etacyeli:\c) Hydrochloride and 125,000 units Mycostatin (Squibb Nystatin) per 5 cc., two-ounce bottles. 
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a new topical anesthetic for oral administration 


XY LOCAINE’® VISCOUS 


(Brand of lidocaine*) 


the most effective anesthetic 


for the proximal parts of the digestive tract 


® Quick acting with prolonged effect 


® High viscosity and low surface tension permit the 
anesthetic, Xylocaine Hydrochloride, to come into 
immediate and intimate contact with the mucous membranes 


Safe... nonirritating . . . nonsensitizing. 
® Cherry flavored ... pleasant and easy to take. 


@ Xylocaine Viscous has proved valuable in the 
‘“dumping” syndrome, hiccup, pyloric spasm caused 
by peptic ulcer, stomatitis, pharyngitis, esophagitis, 
acute cardiospasm, pylorospasm in infants, 
severe vomiting of pregnancy, esophagoscopy, 
gastroscopy, gastric intubation and gastric lavage. 


® Contains 2% Xylocaine Hydrochloride in an aqueous solution 
adjusted to a suitable consistency with carboxymethylcellulose. 
Cherry flavored for palatability. 


Supplied: In bottles of 100 and 450 cc. 


Average Dosage: One tablespoonful, administered orally. 
Additional information available upon request 


Astra Phar tical Products, Inc., Worcester 6; Mass., U.S.A. 


*U.S. Potent No. 2,441,498 
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simple, effective conception control 


when prescribing 


a diaphragm 


new—woven plastic— 


Be 
(agree 
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for Noludar 


Mild, yet positive in 
action, Noludar 'Roche' 
is especially suited 
for the tense patient 
who needs to relax 

and remain clear-headed 
—or for the insomniac 
who wants a refreshing 
night's sleep without 
hangover. Not a 
barbiturate, not habit- 
forming. Tablets, 

50 and 200 mg; elixir, 


50 mg per teasp. 


Noludar® brand of methyprylon 
(3, 3-diethy1—5-methy1- 
2,4-piperidinedione) 


is the word 


Original Research in 
Medicine and Chemistry 
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The only 
non-adhering dressing 


that is 
effective on 
any type of 
surgical 
lesion 


ADAPTIC Non-Adhering Dressing 
is a specially woven viscose fabric 
impregnated with a non-occlusive, 
non-irritating oil-in-water emulsion 
in such a way that the pores remain 
100% open. This obtains maximal 
drainage while avoiding wound 
adherence. 

ADAPTIC Non-Adhering Dressing 
is excellent for all types of wounds 
such as burns, skin grafts, plastic 
surgery, colostomies, ileostomies, 
open ulcers, and cases where pack- 
ing is needed. 
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non-adhering 


This picture shows ADAPTIC Non-Ad- 
hering Dressing being removed from a 
thermal burn on the left shoulder without 
pain to the patient or damage to the new 
growth tissue. 

Note healthy appearance of wound, lack 
of maceration, and no evidence of dress- 
ing sticking to underlying tissue. 


porous, prevents maceration 


This view of a trophic ulcer on the lower leg shows how well the 
exudate passed through the ADAPTIC Non-Adhering Dressing 
and was absorbed by the sponge. 

ADAPTIC Non-Adhering Dressing serves as a flexible, porous 
shield between the wound and the secondary dressing . . . conforms 
to the slightest body contour. Open pores of dressing fabric allow 
exudate to pass through . . . prevents puddling at the wound site. 


Sizes Available 
Witte Guaranteed sterile 3” x 8” 


>" X 16” 


ANOTHER QUALITY PRODUCT FROM THE RESEARCH LABORATORIES OF 
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versatile diuretic 
“most widely prescribed of 
kind—piamox has been 
found strikingly effective in 
aWariety of conditions, 
incliding cardiac edema; 
epilepsy, glaucoma, toxemia 
of pregnancy, obesity with 
edema, Premenstrual 
drug-induced 
~ following ACTH and 
cortisone therapy. 


A&single oral dose, active far 
6 12 hows, results in 
continuous rather than 
intermittent contro! of 
“edema, since piAmox is 
in the mobilization 
of edema fluid and im the 
prevention of fluid 
atcumulation as well. 
~“Exeretion by the kidney 
usually complete within 12 
hours with no cumulative 
effects. 


DIAMOX is well-suited to 
fong-term therapy. 

Low toxicity, lack of renal “ 
and gastrointestinal! 
irritation, ease of 
administration make its use” 
simple and singularly free of. 
complications. Blood 
electrolyte changes are’ 
trarisient, readily reversible: 


Supplied: scored tablets of ee 
259 mg. {Also in ampuls of 
500 mg. for parenteral 


AMERICAN CYANAMID COMPANY A 
PEARLRIVER, NEW YORK LEDERLE 


Pat. Ott 
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(Prednisolone tertiory-butylacetate, Merck) 


for relief that lasts —longer 


in 
relieves 
pain and 


‘disability 


Dosage: the usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 
ing on location and extent of 
(6 days—37.5 mg.) pathology. 
Supplied: Suspension ‘HYDELTRA’= 


Anti-inflammatory 
effect lasts longer 


-B.A.—20 ./ec. of d 
5-cc, Vials. 
by any other HYDELTRA-T.BA. = 
(13.2 days—20 mg.) 


DIVISION OF MERCK INC. 
PHILADELPHIA 1. PA 


1. Hollander, J. 1... Paper read at conference in New York City, May 31 and June 1, 1955 


Varch 1957 


| 
M4 
Ganglia 
SY 
A-1L15 


ts 


riatric, com 


a nutritive 


deconstipant 
which not only relieves 
but also rehabilitates 


Improves peristalsis and 
: bowel movement, suggesting 
=* a selective stimulation of 
5 the intrinsic nerve plexus— 


Acts as a laxative on the 
large bowel only—does not 
affect motor activity of the 
small bowel. 


Actually, a therapeutic ap- Acts surely, gently, over- Provides Pantothenic Acid 


—:. . relief plus repair night — without griping. — proven indispensable to 
‘or the atonic bowel. Non-toxic, non-habit- acetyl-choline formation 
forming. and normal bowel function. 


Each tablet ofp MODANE REGULAR contains Danthron 75 mg. and Calcium Pantothenate 25 mg., 
Danthron to encourage peristalsis, Calcium Pantothenate for rehabilitation of the atonic bowel. 


Dosage . .» MODANE REGULAR — one tablet after the evening meal. MODANE 
MILD (half strength, for hypersensitive, pregnant, pediatric and diet-restricted 
patients ) — one pink tablet after the evening meal. MODANE LIQUID (one tea- 
spoonful equals one Modane Mild tablet )— fractional or full teaspoonful, after 
the evening meal. 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 
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A sipgie injection of this potent new ester 

provides progestational activity for. ap- 

proximately 2 weeks, when enough estro- 

ee is present. Vials of 2 and 10 cc., each. 

cc. providing 125 mg. hydroxyprogester- 
one caproate. 


A single injection provides potent estro- 
genic action for 2 to 3 weeks, approximat- 
ing the estrogenic phase of the normal 
ovarian cycle. Vials of 1 and 5 cc., each 
cc. providing 10 mg. estradial valerate. 


A single injection provides potent ana- 
bolic and androgenic action for 3 to 4 
weeks. Vials of 1 and 5 ¢c., each cc. pro- 
viding 200 mg. testosterone enanthate. 


Squibb Estradiol Vaterate 

A Single injection of this precisely bai- 
anced duai-hormone formulation provides 
sustained and integrated anabolic and 
hormone Romeostatic action for 3 to 4 
weeks. Vials of 5 cc., each cc. pro- 
viding 90 mg. testosterone enanthate and 


SQUIBB QUALITY—THE PRICELESS INGREDIENT 


AND CELADUMONC BE "RODE 
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There are many short periods of time 

which, if measured correctly, are considered valuable 
ay diagnostic durations — such as the P-R interval in ECG interpretation, 

‘ and the minutes during which a patient consumes oxygen in / 

a BMR test. If the readings related to these measurements are to be used 
\ with complete confidence, it is wise to consider another important 
measure of time — and that is the background of the 

instruments which 
produced them. 


Sanborn 
Viso-Cardiette 


TESTED 


diagnostic team 


Sanborn 
Metabulator 


No one understands 

better than a physician 
that it takes time to 
become suitably proficient 
in a chosen work. The unmatched 


background of knowledge and experience making possible i 


such fine instruments as the Viso-Cardiette and Metabulator 

did not come about overnight, and is the result of almost 
40 years of successful medical instrument development. Such 
a background assures you that it is safer to select Sanborn. 


SANBORN COMPANY, WALTHAM 54, MASSACHUSETTS 
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Hypertensive Objective: ACTIVE LIVING 


... from incapacitating hypertension to a life of usefulness. 


Case History:' A.B., 42-year-old hospitalized patient with severe hypertension 
and early heart failure. Blood pressure prior to treatment was 240/160 mm. Hg. 
ANSOLYSEN was administered orally t.i.d. The dose was adjusted to the patient’s 
requirements. Blood pressure was reduced to, and stabilized at, an average level 
of 150/105 mm. Hg. There was marked symptomatic improvement, and the patient 
was able to return to work. 

1. Case history on file in Medical Department of Wyeth Laboratories. 


ANSOLYSEN 


TARTRATE Pentolinium Tartrate 


Lowers Blood Pressure 


Wyeth 
® 


Philadelphia 1, Pa. 


— 
240 
= 
$210 
| q 
i 
— 


for reliet of daily te 


Ectylurea, AMES 
(higher melting isomer of 
2-ethylcrotonylurea) 


the power of gentleness 


helps patients face everyday anxieties and tensions 


“...mild action promotes an over-all calmness...""* 


New and Different * not a hypnotic-sedative — unrelated to any available chemo- 
: psychotherapeutic agent * no evidence of cumulation or habituation * does not cause 
gastric hyperacidity * unusually wide margin of safety —no significant side effects 


Dosage: 150-300 mg. three or four times daily. 
Supplied: 300 mg. scored tablets, bottles of 48. 


* Ferguson, J. T.: J. Am. Geriatrics Soc. 4: 1080, 1956. 


AMES COMPANY,INC +» ELKHART, INDIANA 24056 


POSTGRADUATE MEDICINE 


; Fis, sions 
q a true caimative 
| 
a ® 
“ 
-12¢ 
A-120 


How much easier for the physician to discuss cases with the 
aid of fine photographs. 

FOR CLOSE-UPS: Simply hold the Kodak Technical 
Close-Up Outfit so frame is at subject. 

Photographs are objective. They report what the camera 
sees. That's one reason why they are invaluable for 
research and review. 

FOR HALF LENGTHS (Regionals): Just hold camera 
2'% feet from subject. 


Get better pictures easier... 


with the Kodak 
Technical Close-Up Outfit 


Whatever you see — and 
want to save —get it with 
the Kodak Technical Close- 
Up Outfit. “You press the 
button: it does the rest.” 


In fact, just about all you 
need to do is load the camera 
with film, insert the flash bulb, 
cock the shutter and “Go.” 


The outfit consists of a Photographs endure . . . weeks, 
Kodak Ponv Camera months. vears later thev're 
a. : 


ready to report! 
Kodak B-C Flasholder. 
- FOR FULL LENGTHS: Hold 
stainless steel bracket and 


Price includes Federal > camera 7 or 8 ft. from 
Tax and is subject to field frame, Kodak Close-l p Flash- subject as indicated by 
change without notice. guards A and B, and Kodak Portra Lens viewfinder. 


with fittings. Price $62.50, complete. 

For further information, see your Kodak 

photographic dealer or write for literature. 
EASTMAN KODAK COMPANY «¢ Medical Division * Rochester 4, N. Y. 
Serving medical progress through Photography and Radiography 
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lelracyecline 


PAN MYCIN* PHOSPHATE 


Gack capsule contatns: 


Tetracycline complex 
egutvatent lo 250 mg. of lelvacycline hyduechlonide 


Indications and de gage: 


as few lelvacycline hydrochloride 


Sufiplied: 
Bottles of 76 and 700 capsules. 


*Trademark, Reg. U.S. Pat. Off. 
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-roblem-eaters, the welll and below 
par patients of ail ages respond to INCREMIN: 


INCREMIN offers |-Lysine for protem utilization, and 2 . 

sential vitamins noted for outstanding abiityto 
appetite, overcome anorexia. 


Specify INCREMIN in either Drops (cherry favor) « 
ablets-€¢arame! faveryoSame formula... Tablets, high 
palatable, may be orally dissolved, chewed por swallowec 
rops, delicious, may milk, milk formula, 
or other liquid: offered'in 1 Poly thylene. drocrer 
bottle. 


Each tNCREMIN Thbict.. 
each et, of INCREMIN Dtops 


Lysine 300 Pyridcnine (Rab me 

Dosage only | iNcREMIN ET Or | 
Drops daily. 


LED CxO i eS 
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for 
complicated or threat 


neomycin and ethamicort TOPICAL OINTMENT 


unique topical steroid-antibiotic 

_ the first water-soluble © 
dermatologic corticoid — 
MAGNACORT* (brand of ethamic 
500 times as soluble as hydilielieo 

an outstanding topical antibiotic, el 


1/2-0z. and 1 6-02. 


Pfizer PFIZER LABORATO 
Division, Chas. Pfizer & Co., 


Brooklyn 6, New York — 


*Trademark 


PHENAPHEN PLUS 


HELP CRIPPLED CHILOREN 


| EASTER SEALS 


HELP 


NOSE COLD CRIPPLED CHILDREN 


each coated tablet: 


Phenacetin(3gr.). . . ... 194.0 mg. 
é Acetylsalicylic Acid (2% gr.) . 162.0 mg. National Society 
{ Phenobarbital (4% gr.) . . . . 16.2 mg. for 
Hyoscyamine Sulfate . . . . 0.031 mg. 
Prophenpyridamine Maleate. . 12.5 mg. Crippled Children and Adults 
Phenylephrine Hydrochloride . 10.0 mg. 11 Se. LaSalle Chicago 3 
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A logical first step when more potent drugs are needed 
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A Dependable Antihypertensive 


“ bv far the most effective 


and useful orally administered agent for reducing blood 
pressure .. . fully worthy of a trial in every case of 
essential hypertension in which treatment is thought 
necessary. The severe cases, which always need treat- 
ment, are as likely to respond as the mild.” 


1. Locket. S.: Brit. M.J. 
1:809 (Apr. 2) 1955. 


An Effective Tranquilizer, too 


“|. . relief from anxiety resulted in generally in- 
creased intellectual and psychomotor efficiency with 
a few exceptions.” Rauwiloid is outstanding for its 
nonsoporific sedative action in a long list of diseases 
burdened by psychic overlay. 


2. Wright, W.T., Jr., et al.: J. Kansas 
M. Soc. 57:410 (July) 1956. 


Dosage: Merely two 2 mg. tablets at bedtime. 


Rauwiloid is recognized as basal 
medication in all grades and types 
of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, making 
smaller dosage effective and freer 
from side actions. 


Rauwiloid + Veriloid* 

In moderate to severe hyperten- 
sion this single-tablet combination 
permits long-term therapy with de- 
pendably stable response. Each tablet 
contains 1 mg. Rauwiloid (alseroxy- 
lon) and 3 mg. Veriloid (alkavervir). 
Initial dose, 1 tablet t.id., p.c. 


After full effect one tablet suffices. 


® 
Rauwiloid + 
Hexamethonium 


In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 4 
tablet q.i.d. 


Riker LOS ANGELES 
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PHOSPHOSSODA (Fieci)... 
» gentle, prompt, thorough and a 
laxative of choice for over 60 years. 


Taken on an Empty Stomach... 
at least 30 minutes before any meal, 
but preferably before breakfast. 


Amply Diluted with Water... 
Mix required dose with one half glass 
of cold water, follow with additional water. 


SUGGESTED DOSAGE As a mild eliminant, two 
teaspoonfuls before a meal. For more pronounced 
hydragogue action, four teaspoonfuls before breakfast. 


Children: Ten years or older, one half the adult dose; 
five to ten years, one quarter the adult dose. 


Phospho-Soda (Fleet) is a solution containing 
per 100 cc., Sodium Biphosphate 48 Gm. and Sodium 
Phosphate 18 Gm. 


Write for liberal professional samples and literature 
describing indications and dosages. 


| (Feet) 
C. B. Fleet Co., Inc., Lynchburg, Virginia 
Makers of the Fleet © Enema Disposable Unit. 
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Typical 


example of 


what the new 


Typical “black eye” before Chymar 


anti-inflammatory 


enzyme can do 


CHYMAR 


injectable anti-inflammatory enzymatic 
agent with systemic action 


3 days after starting Chymar therapy. 
Chymar injected in 0.5 cc. doses 
every 8 hours. 


What it is— 


Chymar is a suspension of chymotrypsin, a proteolytic enzyme, in 
sesame oil, for intramuscular injection. 


What it does— 


Chymar controls inflammation and restores normal circulation. 
It hastens absorption of hematomas, minimizes tissue necrosis 
and promotes healing. 


Why Chymar is so safe— 


There are no systemic side effects with Chymar. Chymar does not 
interfere with blood clotting, and no clotting time or serum protein 
determinations are necessary. There are no known contraindications 
to Chymar and no known incompatibilities. 


Indications: Chronic ulcers (stasis, varicose, diabetic) ; 
reduction of hematomas; swelling due to trauma; cellulitis ; 
bursitis and arthritis; phlebitis; and inflammation of the eye 
(iritis, iridocyclitis, chorioretinitis, uveitis). 


Shipped in 5 cc. vials. 


AM. THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 
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THE MEDICAL 


& CLINICAL EXAMINATIONS 
IN NEUROLOGY 


By members of the Sections of Neurology and 
Section of Physiology, Mayo Clinic and Mayo 
Foundation for Medical Education and Research, 
Graduate School, University of Minnesota, Ro- 
chester, Minnesota. 370 pages, illustrated. 1956, 
W. B. Saunders Company, Philadelphia and 
London. $7.50. 


Simplicity is often more difficult than com- 
plexity; moreover, to be able and willing to ex- 
press one’s special interest in a clearly under- 
standable fashion requires not only great skill 
but complete self-confidence. This aptly describes 
the efforts of the authors of this small volume. 
They are to be congratulated on their skill and 
willingness to present the principles of the neu- 
rologic examination in such a simple, concise 
manner. The material presented is that used in 
the examination; and all complex, unusual, con- 
flicting and confusing procedures are omitted for 
the sake of simplicity and usability. 

Here then is a small volume that will not con- 
found the student or practitioner and will not 
leave the impression that the examination of the 
nervous system is so complex that it can be car- 
ried out only by the specialist. The discussion 
presents the neurologic examination in its prop- 
er value, with a description of only those tests 
and procedures actually used. The book should 
be an excellent guide to the student while he is 
being shown the methods of examination of the 
nervous system in the clinic or by the bedside, 
and it will be equally helpful to the practitioner. 

A. B. B. 


ookman 


> THE MANAGEMENT OF 
TUBERCULOSIS 


Edited by Irving J. Selikoff, M.D., Associate At- 
tending Physician for Thoracic Diseases, The 
Mount Sinai Hospital, New York City, with 24 
contributors. 646 pages. 1956, Waverly Press, 
Inc., Baltimore. $5.00. 


New developments in the treatment of tuber- 
culosis, and particularly in antimicrobial ther- 
apy, have made it difficult for any author or 
group of authors to produce a book on the sub- 
ject that will remain up to date for very long. 
This book, which was the July-August 1956 is- 
sue of the Journal of The Mount Sinai Hospital, 
is an admirable attempt to supply a thorough 
yet timely review of current methods used in 
managing tuberculous patients at Mount Sinai. 

The editor of the volume presents in detail the 
chemotherapy of tuberculosis, and other quali- 
fied writers describe other aspects of the treat- 
ment of tuberculosis. 

The book is a series of separate papers, and, 
as such, inevitably has the disadvantages of such 
a symposium as compared with a book written 
by a single author. Many experts on tubercu- 
losis will disapprove of the tendency manifested 
in this volume to treat so many patients in the 
clinic and in their homes. However, the authors 
have obtained good results for most of the pa- 
tients thus treated, and it is difficult to argue 
against success. 

The book is well illustrated and contains ex- 
tensive bibliographies. 

D. T. C. 
(Continued on page A-130) 


POSTGRADUATE MEDICINE 


on 
. 
q 
4 
| yo 
A-128 
: 


_C—brush off, or rinse off if desired procedures 


simple as A-B-C, day or night routine 


A— apply ho complicated 
B—rub in or timing 


effective in dry or oily dandruff 


itching and stinging all respond quickly 
scaling and crusting to 
oiliness of scalp SEBIZON 


Available on Rx only in 3 plastic squeeze tuke. 


Sesizon,@{antiseborrheic preparation) contains 
10% Sulfagetamide Sodium U. P. 
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> ETIOLOGIC FACTORS IN 
RENAL LITHIASIS 


Compiled and edited by Arthur J. Butt, M.D., 
Butt Medical Research Foundation, and Chief, 
Urological Service, Baptist Hospital, Pensacola, 
Florida, with 20 contributors. 401 pages, illus- 
trated. 1956, Charles C Thomas, Springfield, IIli- 
nois. $12.50. 


Representing the work of 20 contributing au- 
thors, this volume is a presentation of the cur- 
rent and past concepts of the originating causes 
and formation of renal calculi. 

The introductory chapter, a historical survey 
of the theories pertaining to the formation of 
renal stones, is followed by a brief pictorial re- 
view of the anatomy of the urinary tract. Next 
comes an excellent review of the metabolism of 
calcium and phosphorus and their relation to 
renal stones and skeletal disease. Following, are 
discussions on: the metabolism and role of oxa- 
lates, uric acid and cystine in the formation of 
renal stones; renal damage from sulfonamide 
concretions and calculi; and the role of obstruc- 
tion of the upper part of the urinary tract, in- 
fection, and Randall’s plaques in the formation 


the first gamma globulin 
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Other Hyland gamma globulin concentrates: 


Antipertussis Serum (Human), 
Concentrated—2.5cc. Poliomyelitis Immune Globulin (Human)—2 cc. and 10 cc. 
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of renal stones. The remainder of the text covers 
the relationship of the ground substance of the 
body and the urinary colloids to renal calculi, 
and the use of hyaluronidase in preventing the 
formation of renal stones. The concluding chap- 
ter is concerned with the chemical analysis of 
urinary calculi. 

Despite the general completeness of this book, 
there is no discussion of xanthine stones; how- 
ever, this omission may be due to the low inci- 
dence of such lesions. 

While the acknowledged purpose of the book 
is to present information on the etiology and 
formation of renal calculi, and some of the text 
justifiably is devoted to the discussion of the 
prevention of renal calculi by surgical correc- 
tion of urinary stasis and by the use of hyalu- 
ronidase, the other nonsurgical methods of treat- 
ment and prevention are presented only sketchily 
or not at all. The value of the text would have 
been greatly enhanced by expansion of its scope 
to include a more comprehensive and critical dis- 
cussion of the numerous methods that are cur- 
rently being utilized for preventing the various 
types of renal stones. 

R. V. R. 
(Continued on page A-132) 


ific for mumps 


Passive prevention or 
treatment of mumps 
in children and adults. 
In treatment, reduces 
incidence of orchitis 
markedly if administered 
early in adequate amount. 


ANTIMUMPS 
SERUM 


concentrated 


The gamma globulin 
fraction of blood from 
healthy human donors 
who have been hyper- 
immunized with mumps 
virus vaccine. 


2.5 cc. vials 


LABORATORIES 
4501 Colorado Bivd., Los Angeles 39, Calif. » 252 Hawthorne Ave., Yonkers, N.Y. 


> 
~ ~ 
é ~ ~ 
~ 
| 
H 
: y/ 
i/ 
of 


* 
Dexamyl (a combination of 
dextro-amphetamine sulfate, S.K.F., and 
amobarbital) induces a mood of cheerfulness 
and optimism. Often, this is all that is needed 
to help the aged overcome their loneliness, the 
resentful feeling of being unwanted, the fears 
(imagined or real) of physical failings. tablets—elixir—Spansulet capsules 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
+T.M. Reg. U.S. Pat, Off. for gustained release capsules, 
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> THE LUNG AS A MIRROR 
OF SYSTEMIC DISEASE 


By Eli H. Rubin, M.D., Professor of Clinical 
Medicine, Albert Einstein College of Medicine 
of Yeshiva University, New York City. 288 pages, 
illustrated. 1956, Charles C Thomas, Springfield, 
Illinois. $12.50. 


The primary value of this book is its concise 
presentation of the role of the lung as a partner 
of many other organs which make up the total 
human organism. By inference, the author con- 
tinuously cautions the specialist against becom- 
ing too specialized. He removes the blinders and 
clears the tunnel vision, so to speak. 

Under the heading of diseases of metabolism, 
he discusses pulmonary osteoarthropathy. cystic 
disease, the histiocytoses, amyloidosis and meta- 
static calcification of the lungs. Diseases of the 
blood with pulmonary signs include sickle cell 
anemia, hemosiderosis, polycythemia, leukemia. 
myeloma and infectious mononucleosis. Abnor- 
mal hematologic findings among patients with 
primary pulmonary disease such as tuberculosis 
are also discussed. Allergic diseases are ap- 
proached in the broad sense with bronchial 
asthma and Loffler-like syndromes and the colla- 
gen group of diseases receiving attention. Dis- 
eases of the skin also include some of the colla- 
gen group: but sarcoidosis and disorders such as 
acanthosis nigricans, Sjégren’s disease and der- 
mal lesions associated with tuberous sclerosis 
and other rare conditions are also reviewed. The 
involvement of the lungs by metastasis and com- 
pression by abdominal malignant or benign le- 
sions at or below the diaphragm are consid- 
ered, with a brief review of the well-known signs 
of lung involvement resulting from conditions 
occurring primarily in the cardiovascular-renal 
systems. 

The last 70 pages of the book concern phi- 
losophy about the future and the numerous tech- 
nics of examining the thorax. Although this sec- 
tion is as well written as the rest of the book, it 
does not seem consistent with a discussion of ab- 
normalities of the lungs in association with dis- 
ease elsewhere in the body. It would seem that 
technics should be relegated to general textbooks 
on diseases of the thorax. 

Lack of space prevents detailed discussion of 
the myriad of special tests required to investi- 
gate the numerous systemic conditions discussed. 
Generally the book fulfills its purpose of empha- 
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sizing the role of the lungs in the integrated 
function of the body and the way in which 
they are affected by the presence of widely varied 
abnormalities. 

R. D. M. 


DERMATOLOGY 


By Donald M. Pillsbury, M.D., Walter B. Shel- 
ley, M.D. and Albert M. Kligman, M.D. 1,331 
pages with 564 figures. 1956, W. B. Saunders 
Company, Philadelphia and London. $20.00. 


This is one of the finest textbooks on derma- 
tology ever published. It is certain to be accorded 
an enthusiastic and well-merited reception on 
the part of all physicians, whether they have had 
much or little training in dermatology. 

Many innovations feature this volume, and 
most of them add to the practical usefulness of 
the book. These include simplification of classi- 
fication and terminology, minimal emphasis on 
histopathology, and little or no bibliography. 

Greater emphasis is placed on anatomy, physi- 
ology and allergic factors in dermatology, and 
there are separate chapters on cutaneous mycolo- 
gy and bacteriology. The principles of derma- 
tologic therapy, including topical and systemic 
therapy, ionizing radiation, surgical diathermy 
and ultraviolet-light therapy, are especially well 
presented. The section on the principles of diag- 
nosis, which includes the history, clinical exami- 
nation, regional diagnosis, types of cutaneous 
lesions and distribution patterns, is exceptionally 
valuable to the student and general practitioner. 
This section is contained in the first one-third of 
the book and serves well as the fundamental ap- 
proach to the study of dermatology. 

The final two-thirds of the book includes the 
specific discussion of “cutaneous medicine.” The 
conditions in question are well classified and 
presented. Some minor statements may be criti- 
cized, but these are few, and, in fact, are note- 
worthy only because of their scarcity. They cer- 
tainly detract in no way from the considerable 
value of the text. 

Aside from being inclusive and well written. 
this volume has other attributes which add to its 
attractiveness: excellent typography, the use of 
special devices for emphasis, and well-selected 
photographs, charts and diagrams. 

R. R. K. 
(Continued on page A-135) 
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ACHROCIDIN is indicated for prompt 
control of undifferentiated upper res- 
piratory infections in the presence of 
questionable middle ear, pulmonary, 
nephritic, or rheumatic signs; during 
respiratory epidemics; when bacterial 
complications are observed or expected 
from the patient’s history. 


Early potent therapy is provided 
against such threatening complications 
as Sinusitis, adenitis, otitis, pneumon- 
itis, lung abscess, nephritis, or rheu- 
matic states. 

Included in this versatile formula are 
recommended components for rapid 
relief of debilitating and annoying cold 
symptoms. 
Adult dosage for ACHROCIDIN Tablets 
and new, caffeine-free ACHROCIDIN 
Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dos- 
age for children according to weight 
and age. 


Available on prescription only 


symptomatic 
relief... plus! 


Tablets 
and 
Syrup 


Lach tablet contains: 


ACHROMYCIN® Tetracycline 125 mg. 
Phenacetin 120 mg. 
Caffeine 30 mg. 
Salicylamide 150 mg. 
Chlorothen Citrate 25 mg. 


*Trademark 


E Lederie) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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Gives fast relief of 


nasal congestion 


of a vasoconstrictor with an antihista- 
minic drug provides marked nasal 
decongestion, inhibits exce 
Oral 
dosage avoids patient misuse ot nose 
drops, sprays and inhalants.. -elitai- 
nates rebound congestion. Novahisti 


tion...combats allergic rea 


will not cause jitters or insomnia. 


Each Novahistine Tablet or teaspoon- 
ful of Elixir provides 5.0 mg. of phenyl- 
ephrine HC] and 12.5 mg. of prophen- 


99 
pyridamine maleate. For patients who é “UN l O C k t h e 
need greater vasoconstriction, Nova- 
histine Fortis Capsules, Novahistine l dd 
with APC and Novahistine with CLOSE “Up 
cillin Capsules contain twice the 


amount of phenylephrine. VYLOS e eco 


Ge 
CUTE 


Compeny 
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PEDIATRICS 


Edited by Donald Paterson, M.D., formerly Clini- 
cal Professor of the Department of Pediatrics. 
and John Ferguson McCreary, M.D., Professor 
and Head of the Department of Pediatrics, The 
University of British Columbia, Vancouver, 
Canada, with 36 contributing authors. 654 pages, 
illustrated. 1956, J. B. Lippincott Company, 
Philadelphia and Montreal. $14.00. 


Designed for use by the general practitioner, 


this book might be interpreted as being dedi- 
when CO a cated to the idea that most pediatric care can 


and should be practiced by general physicians. 
are complicated by Up-to-date, practical management of all but the 
useless, exhausting most esoteric childhood problems is presented. 


Diagnosis and therapy of problems of the new- 

born are clearly outlined. Suggestions for coping 

Cou ~ with the common difficulties of breast feeding 

are included in an incisive discussion of this sub- 

| ject. The still logical theory of withholding solid 

foods until an infant is three months old is re- 

Bice emphasized. Only the high protein, low fat for- 

mulas for prematures are presented, and no men- 

RE ae _ tion is made of the decreased renal load that is 

Novahistine-px* associated with the proprietary formulas which 
: have lower protein and mineral levels. 

a ae The etiology of the common respiratory infec- 

: : tions and diarrhea should have been discussed 

more thoroughly because of its direct connection 


] ] h d with therapy. The “Indications for the use of 
promptly controls coughs an _ antibiotics in upper respiratory tract infections” 
clears obstructed air passages _ are indeed generous; however the writer seems 


to underestimate the skill of the physician and 
his ability to wait on some of these diseases, so 
many of which are not responsive to antibiotics. 

The treatment of diarrhea is discussed twice 
Phenylephrine hydrochloride 10 mg. by separate authors. The methods presented are 
clear and complete, but many practitioners will 


Each teaspoonful (5 cc.) of this palatable 
grape-flavored elixir contains: 


Prophenpyridamine maleate 12.5 mg. continue to encounter difficulties with the sepa- 
Dihydrocodeinone bitartrate 1.66 mg. rate calculations for such things as estimated 
Warning: may be habit forming fluid loss, amount of sodium lactate to be added 
Chloroform (approximately) 13.5 mg. for very low urea, and the number of milliequiva- 

lents of K+ to be added for a significant deficit 
1-Menthol 1.0 mg. 


of that ion. It is unfortunate that neither author 


(Alcohol content, 10%; describes the polyionic solutions by which the 


sugar, 3343 % ) various requirements can be calculated safely 
A discussion of psychodynamics and attitudes 
Pitman-Moore Company | is omitted in favor of a more direct symptomatic 
approach to the common behavior disorders. 
Division of Allied Laboratories, Inc. R. L. 


Indianapolis 6, Indiana (Continued on page A-136) 
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> YEAR BOOK OF GENERAL 
SURGERY 


(1956-57 Series ) 


Edited by Evarts A. Graham, M.D., Emeritus 
Professor of Surgery, Washington University 
School of Medicine, St. Louis. Includes a section 
on anesthesia edited by Stuart C. Cullen, M.D., 
Professor of Surgery, State University of lowa 
College of Medicine, lowa City. 645 pages. 1956, 
The Year Book Publishers, Inc., Chicago. $6.75. 


An excellent source of review, this volume con- 
tains accounts of articles from both the foreign 
and American literature. contributed between 
May 1, 1955 and April 30, 1956. The work of 
approximately 800 authors is represented. As in 
the past editions of this series, the editor has in- 
serted frequent historical and scientific comments 
after the abstracts. 

References are given with each abstract, so 
that the reader can refer to the original article if 
he wishes to study the complete paper. However. 
it is of distinct benefit to be able to review both 
experimental and clinical papers grouped to- 
gether on the same subject without reference to 
many publications. Although all fields of general 


PHENAPHEN 
PLUS 


HEAD COLD 


each coated tablet: 
Phenacetin(3gr.). .. . .. 194.0 mg. 
Acetylsalicylic Acid (2% gr.) . 162.0 mg. 


Phenobarbital (4% gr.) . . . . 16.2 mg. 
Hyoscyamine Sulfate . . . . 0.031 mg. 
Prophenpyridamine Maleate. . 12.5 mg. 


Phenylephrine Hydrochloride . 10.0 mg. 


surgery are included in this volume. the reader 
must refer to the current literature for the most 
recent developments in the rapidly advancing 
field of cardiovascular surgery. 

0. H. B. 


Books received are acknowledged in this depart- 
ment. As space permits, books of principal interest 
to our readers are reviewed more extensively. 


Practitioners’ Conferences; Held at New York Hos- 
pital-Cornell Medical Center. Edited by Claude E. Fork- 
ner, M.D., Professor of Clinical Medicine, Cornell Uni- 
versity Medical College, New York. Vol. 5. 396 pages. 
1956, Appleton-Century-Crofts, Inc., New York. $6.75. 


Symposium on Vitamin Metabolism. Nutrition Sym- 
posium Series Number 13. Proceedings of a symposium 
held under the auspices of The University of Texas. 
Galveston, and The National Vitamin Foundation, Incor- 
porated. 118 pages. 1956, The National Vitamin Founda- 
tion, Incorporated, New York. $2.50. 


ABC Fiir Zuckerkranke. Ein Ratgeber fiir den Kran- 
ken. By Dr. Ferdinand Bertram, Hamburg, Germany. 84 
pages with five figures and 10 tables. 1956, Georg Thieme 
Verlag, Stuttgart, Germany. Distributed in the United 
States and Canada by Intercontinental Medical Book 
Corporation, New York. $1.00. 


Lesions of the Cervical Intervertebral Dise. By R. 
Glen Spurling, M.D., Professor of Neurosurgery, Uni- 
versity of Louisville School of Medicine, Louisville, Ken- 
tucky. A monograph in the American Lectures in Sur- 
gery, edited by Michael E. DeBakey, M.D., Professor of 
Surgery and Chairman of the Department of Surgery, 
Baylor University College of Medicine, Houston. 134 
pages with 41 illustrations. 1956, Charles C Thomas. 
Springfield, Hlinois. $4.75. 


Analytical Pathology. Edited by Robert C. Mellors, 
M.D., Associate, Pathology Division, Sloan-Kettering In- 
stitute for Cancer Research, New York. 477 pages, illus- 
trated. 1957, The Blakiston Division, McGraw-Hill Book 
Company, Inc., New York, Toronto and London. $12.00. 


Problems of Aging. A symposium presented at the 
twenty-eighth Annual Graduate Fortnight, New York 
Academy of Medicine. Edited by Robert L. Craig, M.D.. 
Executive Secretary, Committee on Medical Education, 
New York Academy of Medicine, New York. 221 pages. 
1956, distributed by George Eliot, 1302 Second Avenue, 
New York. $3.50. 


Modern Operative Surgery. Edited by the late G. 
Grey Turner, F.R.C.S., Professor of Surgery, University 
of London, and by Lambert Charles Rogers, F.R.C.S., 
Professor of Surgery, University of Wales, England. Ed. 
4. Vol. 11. 2,614 pages with 1,090 illustrations. 1957, 
Paul B. Hoeber, Inc., Medical Book Department of 
Harper & Brothers, New York. $17.50. 


Neurology of the Ocular Muscles. By David G. 
Cogan, M.D., Professor of Ophthalmology, Harvard 
Medical School, Boston. Ed. 2. 296 pages. 1956, Charles 
C Thomas, Springfield, Hlinois. $8.50. 
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better tasting 
better absorbed 


better utilized 


Homagenets provide multivitamins in the 
same way as do the most nutritious foods. 
By a unique process, the vitamins are homo- 
genized, then fused into a solid, highly 
palatable form. Compare the taste of 
Homagenets with other vitamin preparations, 

Homogenization presents both oil and 
water soluble vitamins in microscopic parti- 
cles. This permits greater dispersion of the 
vitamins—thus better absorption and utiliza- 
tion. And the flavorful base assures patient 
acceptance. 


*U.S. Pat. 2676136. Other Pat. Pending 
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the only 
homogenized vitamins 
in solid form 


Advantages — 


Better absorption, better utilization 
Excess vitamin dosage unnecessary 
Pleasant, candy-like flavor 
No regurgitation, no “‘fishy burp” 
May be chewed, swallowed or dissolved 
in the mouth 

Three formulas: 


Prenatal Pediatric Therapeutic 
Send for samples of Homagenets. 


Taste them, and compare. 


MASSENGILL Company 


BRISTOL, TENNESSEE - NEW YORK + KANSAS CITY + SAN FRANCISCO 
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over 


patients 


“the most satisfactory drug ...in 
the suppression of lactation.”' 


1. Eichner, E.; Goler, G. G.; Sharzer, S., and Horowitz, B.: Obst. & Gynec. 6:511, 1955. 


(Chlorotrianisene) 
the exclusive oral fat-stored estrogen’ 


2. Greenblatt, R. B., and Brown, N. H.: Am. J. Obst. & Gynec. 63:1361, 1952. 


“No product with which we are © “Recurrence of symptoms and ap- 
familiar equals TAcE in effective- @ pearance of withdrawal bleeding 
ness and safety.””* are virtually eliminated, probably 

because of the storage of TACE in 

body fat and its gradual release 
after cessation of therapy.’’* 

4. Nulsen, R. O.; Carmon, W. B., and 


Hendrick, H.O.: Am. J. Obst. & Gynec. 
65 :1048, 1953. 


; “The total absence of recurrent en- 
gorgement, the minimum amount 
of withdrawal bleeding, and the 
absence of almost all symptoms 
after the first few days has been 
noted by all using TAcg.”’* 


3. Bennet, E. T., and McCann, E. C.: 
J. Maine M. A. 45:225, 1954. 


1, Eichner, E.; Goler, G. G.; Sharzer, 
S., and Horowitz, B.: Obst. & Gynec. 
6:511, 1955. 


Dosage: 4 capsules daily, for seven days. Also .. . smoother relief of the 
menopause with less withdrawal bleeding...prolonged estrogenic effect. 


TACE, the unique, fat-stored estrogen, released like a hormonal secre- 
tion for your menopause patient. 


J A 15-minute sound, color film on the endocrine mechanism of lactation 
is available for your use. The film, titled “TACE for Suppression of 
Lactation,” may be secured by writing to: Department of Professional 

Service, The Wm. S. Merrell Company, Cincinnati 15, Ohio; or contact 
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your Merrell Service representative. 4 
THE WM. S. MERRELL COMPANY herre 
New York - CINCINNATI ~ St. Thomas, Ontario Since 1828 


Another Exclusive Product of Original Merrell Research 
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ne DONNAGESIC Extentab gives 10 to 12 hours of 

steady, high-level codeine analgesia. Rebuilding 

of effective analgesia with repeated doses is 
avoided. Patient comfort is continuous. 


There is more pain relief in DONNAGESIC Extentabs 
than in codeine alone — codeine analgesia is potentiated 
by the phenobarbital present. In addition, phenobarbital 
diminishes anxiety, lowering patient’s reactivity to pain. 


DONNAGESIC is safer, too, for codeine side effects are 
minimized by the peripheral action of the belladonna 
alkaloids. 


extended action—tThe intensity of effects smoothly 
sustained all-day or all-night by each DONNAGESIC 
Extentab is equivalent to, or greater than, the maximum 
which would be provided by q. 4h. administration of one- 
third the active ingredients. 


pain breakthrough 


Donnagesic 
Extentabs’ 


extended action tablets of CODEINE with DONNATAL® 


once every 10-12 hours 
and 
for all codeine uses 


DONNAGESIC No. 1 (pink) ) DONNAGESIC No. 2 (red) 


CODEINE Phosphate 
Hyoscyamine Sulfate 
Atropine Sulfate 
Hyoscine Hydrobromide 
Phenobarbital 


O.31ll mg. .....-- 
0.0582 mg. 0.0582 mg. 
0.0195 mg. .......... . 0.0195 mg. 


97.2 mg. (1% gr.) 


(Robins) A. H. ROBINS CO., INC., RICHMOND, VIRGINIA Ethical Pharmaceuticals of Merit Since 1878 
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For on-the-job relief of sore 
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BACITRACIN-TYROTHRICIN-NEOMYCIN-BENZOCAINC TROCHES 


Sore throat patients want quick relief—and get it when 
you prescribe TETRAZETS troches. Given alone they are 
effective against mixed bacterial throat infections. In 
severe infections they are a useful adjunct to systemic 
antibiotics. Individually wrapped and easily carried, each 
TETRAZETS troche contains zinc bacitracin SO units; 
tyrothricin 1 mg.; neomycin sulfate 5 mg.; anesthetic ben- 


zocaine 5 mg. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO.. INc.. PHILADELPHIA 1. PA. 
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B-D 


MULTIFIT 


A hypodermic syringe of 
highest quality...one that 
provides superior perform- 
ance...lasts longer...saves 
time...is more economical in 
use...and features inter- 
changeable parts...B-D 
MULTIFIT...the finest syringe 
B-D ever offered to the medi- 
cal profession. 


RINGE 


every plunger fits every barrel 


BECTON, DICKINSON 
AND COMPANY 


RUTHERFORD, NEW JERSEY 


8-D AND MULTIFIT 
T.M. REG. U.S. PAT. OFF. 
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A new antibacterial 


with double-spectrum action 


Plus a high degree of safety 


Gantrimycin 


‘ROC 


Why is Gantrimycin so effective ? Because 
it provides Gantrisin plus oleandomycin 
(a new antibiotic) which mutually reinforce 
each other; and there is a high degree of safety 
plus a pronounced effect on most pathogens 


resistant to other antibiotics. 


The double-spectrum action of Gantrimycin 
is valuable against both gram-positive and 


gram-negative microorganisms. 


Dosage: Adults—2 to 3 tablets, four times 
daily; should be increased to 4 or 5 tablets, 
four times daily, if necessary. Children over 
30 Ibs—1 or 2 tablets, four times daily. 
Children under 3O I|Ibs—1 tablet, four times daily. 


Each blue Gantrimycin tablet contains 
333 mg Gantrisin and 75 mg oleandomycin. 


Gantrisin®; Gantrimycin™ 


HOFFMANN-LA ROCHE INC © Nutley 10 * New Jersey 
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to help assure a nutritionally perfect pregnancy 


Each Engran Tablet supplies: 


Vitamin D ............. Units 
Vitamin K (as menadione) . 
Thiamine mononitrate ..... . 
Pyridoxine HCI ...... 2 mg. 
Vitamin B,2 activity concentrate 2 meg. 


(as calcium carbonate 375 mg.) 
(as ferrous sulfate exsiccated 33.6 mg.) 


(as potassium iodide 0.2 mg.) 

Potassium (as the sulfate) ......0.000.00000000ee 5 mg. 

Copper (as the sulfate) 1 mg. 

Magnesium (as the oxide) 2.000000... 6 mg. 

Manganese (as the sulfate) 0... 1 mg. 

1.5 mg. 


ENGRAN 


Squibb Vitamin-Mineral Supplement 


TERM-PAK 


250 economical Engran tablets plus attractive, 
purse-size, tablet dispenser 


maximal dosage convenience 
just 1 small tablet daily 


new convenient package 
just 1 bottle holds nutritional 
support for the full term 


for greatest patient cooperation 
in prenatal supplementation 


Also available: 
Engran tablets, bottles of 100 and 1000. 


‘ENGRAN’® AND ‘TERM-PAK' ARE SQUIBB TRADEMARKS 


ENGRA 4 
TeRM-PAK 
supP 
: 
e 
Squibb Quality—the Priceless Ingredient 


ald RRA 


Metabolic stress hitchhikes along with every primary disorder. By simply adding 
VITERRA early in treatment, you combat stress by providing a comprehensive 
nutritional buildup program. | 

VITERRA is not just a vitamin, but a complete nutritional replenishment. Supplies 
both the 10 essential vitamins and 11 important minerals, the ‘metabolic en- 
ergizers” which are a key to enzyme action. Together, vitamins and minerals 
satisfy tissue hunger and help speed recovery. 

Specify the viterra form which best suits your—and your patient’s needs. (1) 
viteRRA Capsules, for daily supplementation. In bottles of 30 and 100. (2) When 
capsules are a problem, viterra Tastitass, whicn can be chewed, swallowed, 
or mixed in liquids. Ideal for children. In bottles of 100 and 250. (3) viterra 
THERAPEUTIC, When high potencies are indicated. In bottles of 30 and 100. 


PEACE of mind ATARAX® CHIGAGO 11, ILLINOIS 
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six hours “permitting a comfortable 


or tablet 
HYCQDAN® contains 5 


MEsopiN.t+ Average adi 

_ dose: One teaspoonful o 
tablet after meals and at 
bedtime. May be habit- 


4 4 night Ss sleep = UDSTITDSDS CUUBI! 
pairing expec Oration ® Karely causes const on 


Rarical 


iron-calcium TABLETS 


a unique new compound, ferrous calcium citrate, with tricalcium citrate 


* iron and calcium in one molecule 
* more hemoglobin in less time 
* no leg cramps with this iron-calcium 


Las = 
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: 


available 


with vitamins 


Rarical 


iron-calcium 


WITH VITAMINS 


TABLETS 
* a complete phosphorus-free prenatal supplement 


3 tablets daily provide: 


Ferrous calcium citrate Riboflavin (B>) 
with tricalcium citrate . . . Niaocinamide 

Calcium Ascorbic acid (C) 

Iron 75 mg. Pyridoxine hydrochloride (B¢) . 
Vitamin A 6000 U.S.P. units Calcium pontothenate , 
Vitamin D 1200 U.S.P. units Vitamin 

Thiamine hydrochloride (B;) . . . 3.mg. Folic acid 
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3 mg. NG 
30 mg. 
100 mg. 
3 mg. 
6 mg. 
3 meg. 


This is “the most 
valuable drug that 

has been introduced 

for the treatment of 
ulcerative colitis” in 
recent years.' Results 

of treatment with 
Azulfidine “far exceed 
those of any previous 
drug used”.? “It has been 
effective in controlling the 
disease in approximately 
two-thirds of patients 
who had previously 
failed to respond to 
standard colitis therapy 


currently in use.” 


1. Barcen, J. A.: “Present Status of Hormonal 
and Drug Therapy of Ulcerative Colitis”, 
South. M. J. 48: 192 (Feb.) 1955. 

2. Barcen, J. A. and Kennepy, R. L. J.: “Chronic 
Ulcerative Colitis in Children”, Postgrad. 
Med. 17: 127 (Feb.) 1955. 

3. Morrison, L. M.: “Response of Ulcerative 
Colitis to Therapy with Salicylazosulfapyridine”, 
J. A.M. A. 151: 366 (Jan. 31) 1953. 


PHARMACIA LABORATORIES, INC. 
501 Fifth Avenue, New York 17, N.Y. 


GRAND OF SALICYLAZOSULFAPYRIDINE 
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“Thorazine’ relieved this patient’s severe anxiety 
and fear. She was able to continue working and 
soon began to gain insight. 


“THORAZINE’ CASE REPORT 


patient 29-year-old single female. Severe anxiety of two months’ duration. Complained 


to police of car following her home nightly. Afraid to quit job because of fear of reprisal 
by communists in her office. 


response ‘Intensity of symptoms diminished rapidly when ‘Thorazine’ was given. After 
one week, “remarks were no longer directed at communists.” Patient quit her job and 
got a new one. 


After three months of “Thorazine’ therapy, patient stated that she “felt fine” and her 
“work was very good.” “Maybe it was my nerves and imagination, but that’s behind me.” 
This case report is from the files of the patient’s physician. 


T H O R A Z if N E yn of the fundamental drugs in medicine 


Smith, Kline & French Laboratories, Philadelphia 
*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. 


e Medical 


BEHOLD THE PATIENT 


Behold the patient uncomplaining, 
Not asking whether losing, gaining, 
Not offering unsought advice, 

But really being very nice. 


Behold the patient (best of scenes) 
Not tearing up the magazines, 

Not pacing up and down the floor, 
Not hammering upon the door. 


Behold the patient quite relaxed. 
With nerves, this once, not overtaxed, 
Serene, almost unrecognized, 

Not fighting back—anesthetized. 


effective 
practical 


A specific immunizing antigen for prevention of 
mumps in children and adults where indicated. Vac- 
cination should be repeated annually. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER. NEW YORK 


THE AMBULANCE 


The ambulance is some machine. 

It’s rather like a limousine 

And also like a station wagon. 

It’s something, really, you can brag on. 


It glides as nicely as you please 

And takes the bumps with greatest ease 
And has a siren, too, which rocks 

The air around for blocks and blocks. 


The ambulance is sleek and long, 

And sometimes—please don’t get me wrong— 
When with impatience you are strumming, 

It seems as if it’s long in coming. 


PHENAPHEN’ 


MISERABLE COLD 


each coated tablet: 

Phenacetin (3 gr.). . . « 194.0 mg. 
Acetylsalicylic Acid (2% gr.) . 162.0 mg. 
Phenobarbital (4% gr.) . . . . 16.2 mg. 
Hyoscyamine Sulfate . . . . 0.031 mg. 
Prophenpyridamine Maleate. . 12.5 mg. 
Phenylephrine Hydrochloride . 10.0 mg. 
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new extensive studies’ show at least 


DESITIN 


OINTMENT 


tubes of 1 oz., 
2 oz., 4 oz., and 
1 Ib. jars. 


March 1957 


advantages 


“over other accepted 


local applications” 


4. helps achieve “early, clean and healthy healing”. 


serves to protect the wound from mechanical and 
chemical injury, and from bacterial contamination. 


helps check infection. 
“there is no need to sterilize” Desitin Ointment. 


vitamins A and D plus unsaturated fatty acids of cod 
liver oil ointment stimulate healthy granulation. 


it is bland, soothing, non-irritating. 


healing time shortened, nursing care facilitated. 


samples and new reprint! upon request 


DESITIN cHEmMICAL COMPANY 
812 Branch Ave., Providence 4, R. I. 


1. Grayzel, H. G., and Schapiro, S.: Western J. Surg., Obstet. & Gynec., Oct. 1956. 
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if you 
prescribe 


salicylates 


MYALGIA 


...you will 
get better «1 
results 
with 


Aspirin buffered with MAALOX® TABLETS (RORER) 


Ascriptin® tablets: 

1. Produce double the salicylate blood level dose for dose... 
compared with plain aspirin.* 

2. Very seldom cause gastric distress. 

3. Relieve pain faster, and longer than does aspirin. 


Indicated: Any conditions where salicylates are useful. 
Dosage: Same as aspirin. 
Formula: Each Ascriptin tablet contains: 


ACETYLSALICYLIC ACID......... 0.30 Gm. 
(Magnesium aluminum hydroxide gel) 
Degrees of pain relief are difficult to measure. 


We'll be glad to send you a bottle of 100 Ascriptin tablets 
with our compliments and you may make your own 
comparisons. 


Promoted professionally only. Available at prescription pharmacies. 


*Human subjects. 


PHILADELPHIA 44, PA. 
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Dosage: Usually, 1 pul- 
vule t.i.d. 


Supplied: As attractive 
turquoise-and-white pul- 
vules of 300 mg., in bot- 
tles of 100. 


ELI LILLY AND COMPANY 
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release from anxiety 


ULTRAN 


mild, safe tranquilizer 


anxiety quickly allayed 

The patient with vague symptoms, nervous and distressed under 
the burden of unsolved problems, finds release from anxiety 
and restoration of emotional composure. 


mental acuity not impaired 

Exhaustive psychological testing shows that recommended dos- 
age does not affect intellectual or motor abilities. ‘Ultran’ is the 
first drug for which this has been established by objective and 
standardized quantitative tests. 


chemically unique 


‘Ultran’ is a new chemical compound, one of a group of butane- 
diols synthesized at the Lilly Research Laboratories. It is not 
a modification of any other therapeutic agent. 


INDIANAPOLIS 6, INDIANA, 


774030 


ag "5 
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for dermatitis ; 
-.complicated or threater 


neomycin and ethamicort TOPICAL OINTMENT 


unique topical steroid-antibioti 
first water-soluble 
dermatologic corticoid 
MAGNACORT* (brand of ethami 
aes 500 times as soluble as hydro¢ 


PFIZER LABORATOR: 
Division, Chas. Prizer& Inc. 


PSORIASIS 


Proved Clinically Effective Oral Therapy — 


maintenance regimen may keep patients 
lesion-free. 


COMPLETE LITERATURE AND REPRINTS 
UPON REQUEST. JUST SEND AN Rx BLANK. 


LIPAN 


LIPAN Capsules contain: Specially 
prepared highly activated, desiccated 


and defatted whole Pancreas: Thiamin . 
HCl, 1.5 mg. Vitamin D, 500 1.U. Spirt & Co., Inc. 
Available: Bottles 180’s, 500’s. WATERBURY, CONN. 


©Copyright 1956 Spirt & Co. 


A-154 POSTGRADUATE MEDICINE 


| rtisone,and <3 
Supplied: In 1/2-0z. and 1 6-0z. tubes,0.5% neomycin sulfate 
and0.5% etha lydrocor sthamate hydrochloride). 

“Trademark 


The Lungs are the Logical 
Portal of Entry for 
Fastest Relief in 


ANGINA 
PECTORIS 


Only a Single-Cell Barrier to Cross 


“Medihaler: the Unique Measured-Dose Inhalation Principle 


Inhalation Therapy... 1/100 gr. nitroglycerin. . . . Extensive testing 
A Logical Approach shows outstanding effectiveness and patient- 

acceptance of this revolutionary approach, 
The most direct portal of entry—the respira- The Medihaler® Method 


tory tract—assures faster relief than by the 


sublingual route because medication has to This unique measured-dose inhalation method 
cross only the single-cell alveolar lining. . . . of drug administration makes possible exact 
Relief of anginal pain occurs in 10 to 30 seconds. dosage with nebulized »-. : 

medications. ... Each | 7 
Medihaler-Nitro... bottle provides 200 

A Dependable Coronary Vasodilator inhalations. ...Oral 

Adapter and 10 cc. 
Virtually free from side actions. . . . No irritat- bottle of medication 
ing odor. . .. Longer-lasting vasodilating effect. fit into convenient . 


. Each measured dose of Medihaler-Nitro pocket-sized plastic 
delivers 0.25 mg. of octyl nitrite, equivalent to case. 


Note: First prescription must include medication and 
Medihaler Oral Adapter (supplied with plastic 
case for medication and Adapter). 


—The Medihaler’ principle 


is also available in Medihaler-Epi® (epinephrine) and Medihaler-Iso® (isoproterenol) 
for rapid relief of asthmatic attacks ... and Medihaler-Phen™ (phenylephrine- 
hydrocortisone-neomycin) for lasting, effective relief of “Cn congestion. 


\Riker) 


LOS ANGELES 
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1. Miller, J. M.; Surmonte, —. A.; Ginsberg, M., and Ablondi, F. B.: Strep- 
tokinase Intramuscularly in the Treatment of Infection and Edema. (Scientific 
Exhibit) Postgraduate Medicine Vol. 20, No. 3: 260 267 (Sept.) 1956. 


“OBSERVATIONS ON THE INTRAMUSCULAR USE OF STREPTOKINASE’ 


. Most patients showed beneficial clinical effect after 24 hours. 
. No aggravation of infection. 


. No delay in wound healing. 


NY 


. Ten per cent of patients had temperature rise of 2 to 3° F., easily controlled by 
medication. 


5. No changes in peripheral blood picture. 
6. No significant alteration of prothrombin time. 
4 7. No fibrinolysis.* 
8. Some pain and tenderness at injection site in about 60 per cent of cases. 
9. No hemorrhage, hematoma or petechiae. 
10. No granulomas at injection site. 


: 11. No chills, cyanosis or allergic reaction. 


DOSAGE 


Five thousand units of streptokinase in 0.5 cc. of physiologic saline administered intra- 
muscularly twice a day for at least six doses. Treatment may be continued longer if 
necessary. It may be given preoperatively where considerable edema is expected post- 


operatively. 
PRECAUTIONS 


. An antibacterial drug must be given with the intramuscularly administered strepto- 
kinase. 


2. Streptokinase should not be given to patients known to have defects in the clotting 
mechanism.” 


tNo fibrinolysis detectable in circulating blood stream. 


3 
‘ 


VARIDASE Intramuscular provides remarkable control of inflammation in many 
different types of lesions, simple or infected, including abscesses, cellulitis, 
epididymitis, hemarthrosis, sinusitis, and thrombophlebitis. 


VARIDASE Intramuscular (Water Soluble— No Oil)—Simple mixing instructions 
are included in the package literature. 


Administration: INTRAMUSCULAR, deep in the upper, outer quadrant of the 
buttock. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY. PEARL RIVER, NEW YORK 
*Reg. U.S. Pat. Off 
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in rheumatoid arthritis 


clinical ovidulieeadicates that to augment the 
therapeutic advantages of the “predni-steroids”’ 
antacids should be routinely co-administered 


to minimize gastric distress 


(Prednisolone Buffered) 


Compressed 
(Prednisone Buffered ) 


Tablets 


All the benefits of the 
“predni-steroids” plus 
positive antacid action to 
minimize gastric distress. 


2.5 mg. or 5 mg. 
prednisone or 


- prednisolone with 
References: 1. Boland, E. W., 50 mg. magnesium 
J.A.M.A. 160:613 (February trisilicate and 
cs M. 300 mg. aluminum MERCK SHARP & DOHME 
et al., J.A.M.A. 158:454 (June 
11) 1955. 3. Bollet, A. J. et al., hydroxide gel. DIVISION OF MERCK & CO. INC. 
J.A.M.A. 158:459 (June 11) PHILADELPHIA 1, PA 
1955. 


*‘CO-DELTRA’ and ‘CO-HYDELTRA’ are trademarks of MERCK & Co., INC, 
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... bringing you the Value Line’s Summary of Advices on 
700 stocks and Special Situations to give you maximum in- 
come and capital growth in 1957. 


Many busy doctors, concerned with the problems of estate management and plan- 
ning for lifetime security, have found in this valuable Value Line Summary a help- 
ful guide to their own investment decisions. As a subscriber to POSTGRADUATE 
MEDICINE, you are invited to receive a copy of the latest Summary on 700 Stocks 
and Special Situations at no extra cost to you under this Special Invitation. This com- 
plete Summary puts before you the conclusion reached in the 892-page Value Line 
Investment Survey including: 


APPRECIATION = The small minority of stocks in the list of 700 that are still underpriced at 
PROSPECTS today’s market (some with 3 to 5 year growth potentials up to 150%.) 


YIELD The high yielding stocks like REYNOLDS TOBACCO with a current esti- 
mated yield of 5.6-6.0% and a prospective yield on current price during the 
1959-61 period of 7.0%. 


SAFETY The safest stocks, as determined by their record of past price stability over 
a period of 12 years—such as PACIFIC TELEPHONE with a Stability Index 
of 95 (better than 94% of all stocks.) 


GROWTH The stocks that have had the best 15-year growth record—like MINNESOTA 
MINING & MEG. with a Growth Index of 99 (meaning that it grew more 
rapidly than 98% of all stocks.) 


You are invited to avail yourself of the opportunity to receive a copy of this 12-page 
Summary now, to benefit by checking your stocks against these well-known and ob- 
jective measurements of value, to see how easily you can choose the strongest stocks 
for your own portfolio—whether you invest for income, safety or long-term growth. 


A Special $5 Introductory Offer to Readers of Postgraduate Medicine 


In addition to receiving the Summary of Advices on 700 Stocks, at no extra cost, this un- 
usual offer would bring you: 


1. A scientific approach to investment pro- 4. Latest report on the Value Line “Super- 
gramming, keyed to your own investment vised Account”—a model fund managed 
aims. This program is designed for capital in print for capital appreciation. 
growth, increased income and safety of 
capital as part of a plan to build lifetime 5. Two “Fortnightly Commentaries” report- 


security. ing on political and economic develop- 
z. — next 4 ey editions of Value Line’s .ments which may affect stock prices. 

6. Four “Weekly Supplements” bringing you 
3. Analysis of an outstanding “Special Situa- up to date on new developments, changes 

tion” selected for extraordinary capital in earnings and dividends of the 700 stocks 

gain over a period of time. under regular supervision. 


PLUS THE 12-PAGE SUMMARY OF ADVICES ON 700 STOCKS WITHOUT EXTRA CHARGE 


To take advantage of this owe 
Offer available to subscribers to POST- 

GRADUATE MEDICINE, send $5 to the Name 
Value Line Survey, Dept. PM-1 with your 

name and address. 


Check here if you prefera 6 months’ Address .............. 

subscription at $65 and receive, at no ad 

extra charge, complete set of 655 

Retings Reports filed in two sturdy City ............. Zone State. 
inders. 


THE VALUE LINE INVESTMENT SURVEY © New vorx 17, N.Y. 
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A monthly service dealing with the basic problems 
of mcreasing your net income and building personal 
capital .. . in the face of today’s high tax structure 


Medicine 


You Don't Have To File Your Tax Return Until April 15 - 
but it's wise to start thinking about it now. Avoid a last minute 
rush. It can save you time and money. Here's a brief check list. 


Double Check Your Tax Return Math - Treasury's 1956 
check of individual returns revealed more than 2% of all returns 
filed contained errors in addition. Average error ran $89 a 
return. Not all taxpayers were underpaying their tax liability. 
The net amount overpaid on those returns ran close to $22. 3- 
million. 


Chances Your Return Will Be Thoroughly Audited - also 
are up. If you wait until the last minute before getting your tax 
records in order, you'll probably have to make an estimate of 
some deductions to which you're entitled. If you estimate conser- 
vatively (surprisingly, most taxpayers actually do), you'll be pay- 
ing more to Uncle Sam in taxes than is actually due. If you are 
generous with yourself in estimating in the absence of records, 
you may be in serious tax trouble when an audit reveals your in- 
ability to substantiate your generosity. By taking some time in 
preparation of your tax return, you can avoid tax overpayment, 
also minimize chances of tax disputes. 


Will Your Return Be One Of Those Audited? - It is impos- 
sible to say, but chances that your return will be thoroughly 
checked increase if you are seeking a tax refund. Treasury now 
has a prerefund audit program in effect. Before paying you back 
any amount in taxes, it'll make a check to find out whether you're 
entitled to such repayment. 


Chances that your tax return will be thoroughly checked 
also increase with the amount of your income. If your income 
runs $25,000 or more, there is an automatic audit. Again, if 
your deductions are unusual or large in amount considering your 
income and personal status, it is probable that you will be asked 
to substantiate them. 


What If You Don't Have The Cash To Pay Your Tax? - That 


could happen if you were hit suddenly and unexpectedly with heavy 


Postgraduate 


prepared by the 


J. K. LASSER 
INSTITUTE 
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expenses. Don't use your short cash position as an excuse to de- 
lay filing. Here's what can happen if you fail to file: 


(1) The statute of limitations doesn't start to run. The 
Treasury has more time to question you when you finally get 
around to filing - and your return definitely will be closely scru- 
tinized if you file late. 

(2) Failure to file timely may smack of willful tax evasion. 

(3) You increase interest penalties. Failure to file carries 
automatic penalty in itself. Where you file but don't pay (assum- 
ing it's not willful) you'll be hit with interest but you avoid the 
added penalties. 


Failure to pay is still expensive at 6% a year. Borrowing 
to get the cash may reduce the burden if you can get a loan ata 
lower interest rate - and the interest will be deductible on your 
1957 return, 


Are You Deducting All Of Your Home Office Expenses? - 
You can deduct a portion of your home expenses allocated to your 
practice. The allocation might be made on the ratio between the 
number of rooms devoted to your professional use and the total 
number of rooms in the house. Another allocation rate might 
also be based on the ratio between the area taken by the office and 
the total area of all the rooms, 


You rent a six room apartment using two rooms for your 
office and four rooms for your home. Using the ratio of the num- 
ber of rooms devoted to professional work to the total number of 
rooms in the apartment, you may then deduct, as business ex- 
penses, one-third of the other expenses of maintaining the apart- 
ment as light, heat, and wages of a domestic servant, if the serv- 
ant cares for both the office and residence. 


Total Office Residence 
Rent $2, 100 $700 $1,400 
Light 120 ' 40 80 
Heat 150 50 100 
Maid's wages 720 240 480 
$3,090 $1,030 2,060 


If you file a joint return and have income of $15,000, this 
deduction is worth $309; income of $25,000, $440; income of 
$35,000, $515. What if you have an office elsewhere and merely 
see a casual patient in your home? The Treasury says this prac- 
tice is not using part of your home as a professional office. To 
deduct a fair share of home expenses allocated to your profession, 
you must actually maintain an office and regularly receive patients 
in your home. Receiving a casual patient in your home doesn't 
constitute professional practice regularly conducted from it. 
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Premiums You Pay On Your Life Insurance - are personal 


expenses and therefore do not give a tax deduction. Any savings 
on premium costs are real savings - those in after tax dollars, 
More than most Americans, the doctor must look to himself for 
personal and family security. Asa result, he is more insurance 
conscious than most. How can he cut premium cost? 


Acceleration of premium payments is one way. If you now 
pay your premiums on other than an annual basis, consider sav- 
ings resulting if you switched to single annual payment. 


Change to annual payment 


If you pay premiums means after-tax savings of 
Monthly 6% 
Quarterly 4.7 
Semi-annually 2.75 


On Your Death, Will You Leave All Property Outright To 
Your Wife? - That is what many doctors do but it can result in 
needless estate tax. True, on death, your estate qualifies for the 
top tax freedom because it passes to your wife. But unless your 
wife disposes of the property before her death, there may be a 
heavy estate tax when she dies. To avoid big estate tax on death 
of your wife, you might consider this alternative: Leave half your 
estate to her outright or ina trust. And with the other half set up 
a trust with income to your wife for her life and the trust property 
going to your children on her death. Such alternative eliminates 
dangers of heavy tax on death of your wife. 


Doctor's gross Possible taxes - Taxes - 
estate present will alternative plan 
$300, 000 $ 71,770 $ 35,000 
500, 000 148,754 90, 600 
700, 000 227,277 146, 600 
900, 000 308, 366 204, 200 


If you wish to secure free booklet answering ''Questions to 
Consider if Planning a Distribution of Your Property," write to 
Guaranty Trust Co. of N.Y., 140 Broadway, New York 15, N. Y,. 


Don't Put Off Drawing A Will - Just think for a minute 
what would happen if you should die suddenly, without leaving a 
will: 


The State would step in and say how your estate is to be 
divided; who gets what and how much. Property is divided in 
accordance with your State's law and no consideration is given to 
how you might feel about it. Maybe some of the family members 
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who would share in the estate should have the money set up ina 
trust for them. In sustaining the costs of court battles, your es- 
tate can lose a good deal of its value. 


These and many more problems can be solved by making a 
will. With a will, you are the master. You determine how your 
property should be divided, to whom it should go and in what 
amounts, 


And don't overlook this point: Drawing a will gives youa 
good chance to review what you actually have, and to put your 
financial affairs in order. Best bet: See your lawyer and discuss 
this with him. He can give you the best advice to make sure that 
your wishes are carried out. 


* * %« * 


How Taxes Protect The Oil Investor - On an investment in 
a drilling operation, intangible drilling costs (and they may run 
70% of investment) can be written off in full against other income. 
Tax money is used in part to underwrite risk of investment, On 
abandonment of an unsuccessful investment, the investor is allowed 
full tax write off of any remaining investment costs. Ona suc- 
cessful drilling, percentage depletion gives tax protection to oil 
income return, 


Because of taxes, the investor in the higher tax brackets 
has the least risk and the greatest protection. But investment is 
not only for the individual with high income. Tax protection given 
oil can pay off for the investor in the moderate brackets if he 
knows how to invest. Secret is to invest with a reputable driller 
in small amounts over a period in a number of different operations. 
In fact, that is how the astute investor with substantial income 
does make his investment. Thus, $120,000 might be spread by 
investing $10,000 in 12 different drillings over a number of years. 
Or, in the case of the investor with smaller income, $12,000 
might be invested in $1,000 amounts in 12 drillings. 


Investment does carry considerable risk. But taxes under- 
write that risk. If a drilling is unsuccessful, the extent to which 
an investor suffers real loss will vary with his income tax bracket. 
The following table shows the real loss suffered by various in- 
vestors per $1,000 investment on an unsuccessful drilling where 
a joint return is filed: 


Income Real Loss Income Real Loss 

$20, 000 $620 $50,000 $410 
25,000 570 60,000 380 
32,000 500 80,000 310 
40,000 440 100,000 250 
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PATHILON ranked high, with few side effects, few 
complications, few recurrences,! in clinical results 
in a prolonged, carefully controlled stud \ 


This comparative 
anticholinergic d 


YeMployed 
treatment of acute 
oth effective and gratifying.” 


\ e 

PATHFLON is recommended in the treatment of pep- 
tic ulcer, gastric hyperacidity and hypermotility, 
gastro-intestinal spastic conditions such as spastic 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. 


"PEG. U.S. PAT. OFF. 
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HILON 


1ODIDE 
TRIDIHEXETHYL IODIDE LEDERLE 


and irritable colon, functional diarrhea, pyloro- 
spasm, and hypermotility of the small intestine not 
associated with organic change.* 


Available in three forms: tablets of 25 mg., plain 

(Pink) or with phenobarbital, 15 mg. (Blue), and 

parenteral, 10 mg./cc.—1 cc. ampuls. 

1. Cayer, D.: Prolonged Anticholinergic Therapy of Duodenal 
Uleer, Am. J. Dig. Dis. 1:301-309 (July) 1956. 

2. Cayer, D.: ibid. 


Council on Pharmacy and Chemistry: J.4.M.A. 160:389 
(1956). 
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XYLOCAINE® HCI SOLUTION ASTRA 
The Name That Marks a New Era in Local Anesthesia 


Xylocaine provides peak values in: 
e Duration e Clinical Effectiveness e Clinical Tolerance e Speed 
e Stability e Versatility e Clinical Predictability e Safety e Depth 


Trade Name : XYLOCAINE Generic Name : lidocaine* 
Chemical Name: -Diethylaminoaceto-2,6-xylidide 

Chemical Structure: ene 

i 

CH; 

_ Potency: Two to three times that of procaine. 

Duration of Action: Two to three times that of procaine. 
Anesthetic Index: 1.8. Surface Anesthetic Index: 8. 
Safety Factor: Two to three times that of procaine (because smaller 
concentrations and volumes are clinically as effective). 
Sensitivity : Allergic manifestations and sensitizing reactions 
have never been reported. 
Inhibition of Therapeutic Action of Shinai or Antibiotics: None. 
Versatility : Effective in local infiltration anesthesia; in major conduction 
anesthesia; in temporary therapeutic blocks for relief of pain; 
in topical anesthesia. 
Available on Request: Descriptive literature, bibliography, and trial supply. 
Supplied : Vials, 0.5%, 1% and 2% in 20 cc. and 50 cc. without and 
with epinephrine 1: 100,000; 100 cc. vials, 1% without epinephrine. 
Ampoules, 2 cc. 2% without and with epinephrine 1:100,000. 


_ Astra Pharmaceutical Products, Inc., Worcester 6, Mass. 


PATENT NO. 2.441.498 
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GCARBRITAL sustains sleep 


throughout the night, 
with freedom om morn hangover 


= 
= 
= 
: 
Pp DAVIS.& COMPANY: DETROIT 32).MIGHIGA’ 


**A GOOD PRESENT DAY ALL-PURPOSE DIGITALIS...GITALIGIN 


PREPARATION WHICH HAS A WIDER MARGIN OF SAFETY...’’* 


VISUAL HEART CLINIC—ONE OF A SERIES 


RHEUMATIC HEART DISEASE ¢ MITRAL STENOSIS AND INSUFFICIENCY 


ROENTGEN CONFIGURATION — Postero-anterior examination —moderate heart enlargement—right ventricular en- 
largement—prominence of pulmonary artery segment. 


Taken from White Laboratories’ Technical Exhibit, American Medica! Association 105th Annual Meeting, Chicago, June 11-15, 1956, 


, Every year since 1950 when Batterman, et al., «» Widest: safety margin of any currently 


published the results of their study of 230 car- 
diac patients, clinical evidence has repeatedly 
confirmed the therapeutic advantages of 
GITALIGIN. 

For initial digitalization and maintenance, 
GITALIGIN has proved to be “‘the digitalis of 
choice”’ for these significant reasons: 


available digitalis glycoside (average ther- 
apeutic dose only 1/3 the toxic dose; in 
contrast, therapeutic doses of other prep- 
arations are approximately 2/3 toxic dose) 

(2) Uniform clinical potency 

(3) Moderate rate of dissipation 

(4) Short latent period 


Patients now being maintained with other cardiotonics can be easily switched to GITALIGIN: 0.5 mg. of 
GITALIGIN is approximately equivalent to 0.1 Gm. digitalis leaf, 0.1 mg. digitoxin, 0.5 mg. digoxin. 


(WHITE’S BRAND OF AMORPHOUS GITALIN) 


TABLETS-—BOTTLES OF 30. 100. AND 1000 DROPS 30 CC. BOTTLES WITH DROPPER CALIBRATED 


0.1, 0.2, 0.3. 0.4 AND 0.5 MG. 


INJECTIONS CC. AMPULS CQNTAINING 2.5 MG. (0.5 MG. PER CC.) OF GITALIGIN, PACKAGES OF 3 AND 12 AMPULS. 


White Laboratories, Inc. Kenilworth, New Jersey 


*EHRLICH, J.C.: ARIZONA MED. 12:239 (JUNE) 1955. 
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Ulysses and the Sirens—from a vase in the British Museum 


between the hazards of high steroid dosage 
and the frustration of inadequate relief 


Because of the complementary action of cortisone and the 
salicylates, Salcort produces a greater therapeutic response 


with lower dosage. 


One study concludes: “Salicylate potentiates the greatly 
reduced amount of cortisone present so that its full effect 
is brought out without evoking undesirable side reactions.””! 


SALCORT™ 


indications: 


Rheumatoid arthritis ... Rheumatoid spon- 
dylitis . . . Rheumatic fever . . . Neuromus- 
cular affections. 


‘Busse, E.A.: Treatment of Rheumatoid Arthritis 
by a Combination of Cortisone and Salicylates. 
Clinical Med. 11:1105. 


each tablet contains: 


Sodium salicylate. ........ 0.3 Gm. 

Aluminum hydroxide gel, dried . . . 0.12 Gm. 

Calcium ascorbate ........ O mg. 
(equivalent to 50 mg. ascorbic acid) 

Calcium carbonate ........ 60.0 mg 


*U.S. Pat. 2,691,662 


The S. E. MASSENGILL Company, Bristol, Tennessee 
NEW YORK - KANSAS CITY + SAN FRANCISCO 
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,.. part of every ///ness 


ANXIETY 


is part of 


PEPTIC 
ULCER 


®) 


MEPROBAMATE 


dicarbamate) 
Licensed under U.S. Pat. No. 2,724,720 


“.. functional nervousness, including fatigue and anaiety, was by far 
the greatest detectable cause of recurrences of peptic ulcer symptoms, and 


im many instances it seemed likely that the same etiological factors were 


initially responsible for the ulcer.’” 


Peptic ulcer is a combination of the emotional and the physi- 
cal. For total management, a combination of measures is often 
indicated. EQuanit adds to the adequacy of routine treatment 
by countering psychic stress as a stimulant to vagal activity. 
lt combats the anxiety and tension, and encourages restful 
Sleep.? 


In every patient... a valuable adjunct to the customary therapy 


Supplied: Tablets, 400 mg., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 


~ 


. Weiss, E., and English. 0.S.: Psychoso- 
matic Medicine. W. B. Saunders Co., Phil- 
adelphia, 1949, p. 358. 


. Lemere, F.: Northwest Med. 54:1098 
(Oct.) 1955. 
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anti-anxiety factor with muscle-relaxing action 
Wyeth 
® 


Philadelphia 1, Pa. 
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Personal Diary 

and Observations on 
Medical Life 

by MORRIS FISHBEIN, M.D. 


Jan. 1-6—Still convalescing 
with good appetite, reduced 
weight, good books to read, and 
delightful visitors. 

The Book Shelf: 

“Red Over Green,” by Robert 
Henriques. sent by Lily and 
Charles Wilinsky. An intriguing 
novel of British commando units, 
with a good love story and a 
heroine reminiscent of the girl 
in “The Green Hat.” If you were 
ever in the bar of the St. James 
in London the story will have a 
special appeal. 


“Center Ring.” by Robert 
Lewis Taylor, sent by Milton 
Runyon. The portrait of Ringling 
Brothers’ Circus, almost all of it 
collected from The New Yorker. 


“The Etruscan,” by Mika Wal- 
tari. sent by Charles Rein. The 
great Finnish novelist who wrote 
“The Egyptian” now does a simi- 
lar picture of a wandering Etrus- 
can. His insight into medicine is 
exceptional and the doctor Mikon 
is an unforgettable character. 


“Public Relations for the Phar- 
macist,” by William H. Hull of 
POSTGRADUATE MEDICINE, a gift 
of the author. Just about the most 
practical guide in its field. with 
case histories and examples. 


“The Last Stitch.” by William 
L. Crosthwait, sent by Walter 
Kahoe of Lippincott. Begins with 
a surgical operation done on a 
kitchen table in rural Texas. A 
cowboy said: “If anything hap- 
pens to Aunt Bess, Doc done took 
his last stitch.” Hence the title. 
Memoirs of an 83 year old doc- 
tor who practiced 56 years. Told 


with gentility and humor. Some- 


careless editing responsible for 
“Ochner” instead of “Ochsner” 
and “Basini” instead of “Bassini.” 


So with all the periodicals and 
television. passed a relaxing week 
of convalescence. 


Jan. 7—Milton Lasdon came 
to Chicago the long way around 
via Michigan Central and next 
time he will know better. So read 
now a new novel of medical life. 
by Gerald Green, called “*The 
Last Angry Man” which will be 
Book of the Month for February. 
Here is the story of a 1912 gradu- 
ate of Bellevue, whose hero was 
Harlow Brooks. This is the real- 
istic account of a general prac- 
titioner of Brooklyn, of the build- 
ing of a TV program. and of the 
problem of juvenile delinquency. 
But the book is an absorbing 
novel of medicine—its good and 
some of its evils—told in the 
lives of those who practice it. 


Jan. 8—Some mathematics 
with Lasdon and Schuhmann and 
watched all the Tuesday night 
quiz programs which have still 
their fascination. 


Jan. 9—Visits from Joselits, 
Grinkers. Dwight Clark, Kirsner 
and all the little grandchildren. 


Jan. 10—A novel came from 
the author Garet Rogers, called 
“Lancet,” which is a fictional ac- 
count of the lives of William 
and John Hunter, Percival Pott, 


Matthew Baillie, Smollett and 
Henry Fielding: but Old Pepys 
found it hard to believe that a 
mind like that of John Hunter 
could have been a part of the 
portrait of a Quasimodolike sot 
that the author makes him. 


Jan. 11—From Arthur W. 
Stillians a note commenting on 
the origin of the Saturday night 
bath. He read in a history of 
Norway that in the early days. 
after the invasion of England by 
the Norsemen, the Norse were 
hated by the British nobility be- 
cause they drank aquavit in the 
presence of the British king; but 
they were admired by the British 


ladies because they bathed every 
Saturday and combed their hair 
every day. 

From Halbert Dunn came a 
quote from Aldus Manutius, the 
great printer of the 16th century: 


MANuTIus 
To His Frienp NAvAGerts 
A.D. 1514 


I am hampered in my work by a 
thousand interruptions. Nearly every 
hour comes a letter from some 
scholar, and if I undertook to reply 
to them all [ should be obliged to 
devote day and night to scribbling. 
Then through the day come calls 
from all kinds of visitors. Some de- 
sire merely to give a word of greet- 
ing, others want to know what there 
is new, while the greater number 
come to my office because they have 
nothing else to do. “Let us look in 
on Aldus,” they say to each other. 
Then they loaf in and sit and chat- 
ter to no purpose. Even these peo- 
ple with no business are not so bad 


(Continued on page A-168) 
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BIPHETAMINE: 


March 1957 


To help your patients 
make ends meet... 


APPETITE CONTROL 10-14 hours, due 


to ‘Strasionic’—sustained ionic—release. 


PATIENT 
APPRECIATION 
one capsule once-a-day. 


PREDICTABLE 


WEIGHT LOSS Rx Biphetamine capsules 


containing a mixture of equal parts of amphetamine and 
dextro amphetamine in the form of a resin complex. 
Three strengths—Biphetamine 20 mg., 12’ mg., 7% mg. 


For Literature and Samples, Write (, 
FOUNDED 1886 


Rochester, 
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as those who have a poem to offer 
or something in prose (usually very 
prosy indeed) which they wish to 
see printed with the name of Aldus. 
These interruptions are now becom- 
ing too serious for me, and I must 
take steps to lessen them. Many let- 
ters I simply leave unanswered, 
while to others I send very brief re- 
plies and, as I do this not from 
pride or discourtesy, but simply in 
order to be able to go on with my 
task of printing good books, it must 
not be taken hardly. As a warning 
to the heedless visitors who use up 
my office hours to no purpose, I 
have now put up a big notice on the 
door of my office to the following 
effect: 

Whoever thou art, thou art ear- 
nestly requested by Aldus, to state 
thy business briefly and to take thy 
departure promptly. 

In this way thou mayst be of serv- 
ice even as was Hercules to the 
weary Atlas for this is a place of 
work for all who may enter. 


Jan. 12—Saw on television 
the basketball players and here 
find the college players more in- 
teresting than the professionals, 
except for the Globe Trotters. In 
the evening at television. Mean- 
while reading again Sir Henry 
Cohen’s essay “Reflections on the 
Hunterian Method” and “A 
Memoir of William and John 
Hunter,” by George C. Peachey. 
and concluded that the author of 
“Lancet” had taken far more lib- 
erties than warranted by the facts. 


Jan. 13—To luncheon came 
Justin and his family and took 
much joy of them. Saw some- 
thing called Elvis Presley on TV 


and understand he is called “El- 
vis the Pelvis,” for his gyrations: 
but even the technicians must 
have been ashamed and revealed 


Dr. Pepys’ Pages 


Ficutinc MIcRoBEs 


Some hibernating microbes 
Were content to lie and rest 
Until a strange bacteriophage 
Came to their little nest. 


Dislodged, these microgerms 
Attacked everything in sight 
Until their hostess mobilized 
Her corpuscles to fight. 


The intellects say a positive thought 


Should dismiss a negative ill 
But it doesn’t budge a microbe 
And it never paid one bill. 


So out with your needle, Doctor 
Fill it with wonder drugs 

For you know that positive jabs 
Will exterminate all of the bugs. 


* 


him only north of the umbilicus. 
Read a paperback mystery in one 
hour called “Thin Air,” by How- 
ard Browne. Intense but beyond 
credibility, although picturing an 
exaggeration of a New York ad- 
vertising agency working at fever 
pitch. 


Jan. 14—Busy with much 
scrivening and many calls from 
New York, and Basil O’Connor 
called from the airport after giv- 
ing plaques to Bundesen and the 
Chicago Medical Society for an 
intense campaign of vaccination 
against poliomyelitis after the 
cases had started to multiply. 


Jan. 15—Writing editorials 
for which I have been accumu- 
lating references and devoted the 
evening to the quiz programs. 


Jan. 16—At luncheon with 
Philip Houtz and Van Cleef, 
planning a symposium on tuber- 
culosis for 1958 in Denver. The 
zero weather froze a valve in the 
heating system, so found warmth 
and comfort beneath blankets. 


Jan. 17—At the desk and 


read. in between, “A Dram of 


Poison,” by Charlotte Armstrong. 
a story filled with suspense and 
an enlightened expose of amateur 
psychoanalysts. Also conferring 
with Georgia Richards and Al 
Dorfman about La Rabida. 


Jan. 18—More of the same 
and visits from Oscar Getz and 
his lady and Lulu Cohen. who 
delights in golf and skating, and 
also Dwight Clark and Charles 
Lawrence, and the time passes 
merrily. Later conferring with 
Hugh McCulloch about La Rabi- 
da and discussed wines. which 


are his hobby. 


Jan. 19—From Indianapolis 
Sam Mantel bringing home 
Grandma who is 89 and delights 
in flying; also the Meyers who 
had a lesson in mathematics. 


Jan. 20—A busy day enter- 
taining family and later Roland 
and Henrietta Frieder who have 
worked out new ideas in fund 
raising. 


Jan. 21—More editorial ac- 
tivities originating new features. 
In the evening heard again 
Charles Van Doren and amused 
at his broad general knowledge 
but real perplexity over such sim- 
ple medical terms as “caries” and 
“patella.” 


Jan. 22—<A visit from the 
Aronsons who brought me the fa- 
cilities for my mathematic sports. 
All the city aghast over two more 
child murders, and much excite- 
ment over a new organization 
which offers great rewards for 
information, thus posing cupidity 
against fear. 


Jan. 23—Reading three mys- 
teries in between scientific peri- 
odicals: William Herber’s “The 
Almost Dead.” Martha Albrand’s 


(Continued on page A-170) 
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for predictable control of appetite and mood— 
free of exaggerated response! 


Syn 


atam’ 


tanphetamin protocolloid complex, Irwin-Neisler 


Each Synatan tabule is composed of a protocolloid 
complex containing tanphetamin (dextro-amphetamine 
tannate) 17.5 mg., equivalent to 5.25 mg. of d-amphe- 


tamine base. 


To serve your patients today— 
call your pharmacist for any additional 


and for predictable control of the DIS /ease of 


information you may need to help you anxiety, depression or obesity 


prescribe Synatan and Seco-Synatan. 


He has been especially alerted. ge co Syn atari" 


Each tabule contains: 


1. Less than 4% of 699 patients 


exhibited over-stimulation of Tanphetamin* (d-amphetamine tannate) 17.5 mg. 


central nervous system. (Garrett, Secobarbital 
T. A.: Clin. Med. 3:1185, 1956). 


IRWIN, NEISLER & CO. 


March 1957 


35.0 mg. 


*Patents pending 


DECATUR, ILLINOIS 
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“The Linden Affair” and Stewart 
Sterling’s “Dead Right’”’—all 


trifling but relaxing. Most of the 
“whodunits” now lean heavily on 
communism and narcotics. 


Jan. 24—To luncheon and 
some three hours of conference 
with Sylvia Covet, reviewing and 
designing for PosTGRADUATE 
MepiciNE until Mistress Pepys 
called “Halt” to all this labor. 
In the evening to hear Bruno 
Walter conduct the symphony, 
especially a Brahms’ Requiem 
with 300 young Northwestern 
students as the chorus, Warfield 
and Mazzolini as soloists, and al- 
together a great welcome to old 
Pepys’ return to culture and the 
civilized world. 


Jan. 25—From A. Armanni. 
manager of the Excelsior in 
Rome, a letter with a comment 
from old Pepys’ diary last July 
4. Pepys said “Neither the corn 
fritters nor the cherry pie re- 
sembled anything like one would 
get under these designations in 
the United States.” Armanni 
writes: 


The July 4th dinner at the Excel- 
sior (with corn fritters and cherry 
pie) must have been an event for 
you, because having tasted them in 
the United States recently I can see 
what you mean! 

Anyhow, if I shall have the very 
great pleasure of welcoming you 
back to the Excelsior this year, you 
will find real corn fritters and real 
cherry pie. Have taken the recipes 
back with me! However, notwith- 
standing all efforts on my part, it is 
difficult to have the chef cook these 
typical American dishes: It’s like in 


Dr. Pepys’ Pages 


Bricut Sayincs ABpout Mippie AGE 


Middle age is when your wife says, 
“Pull in your stomach,” and you al- 
ready did.—J. M. Braude. 


your country when you asked for 
fettuccine. It’s just not the same. 


Reading “The Hidden River,” 


by Storm Jameson, now a play 


in New York: a story of the un- © 


derground in France written with 
consummate skill. 

In the evening came Ralph 
Reis and his lady and talked at 
some length of his editing of 
Gynecology which is now a great 
success. 


Jan. 26—Reading and writ- 
ing. and in the afternoon wel- 
comed Jonas Salk, in Chicago to 
aid the polio vaccination cam- 
paign, and he drives himself un- 
mercifully in the many aspects of 
his work. Read a new shaggy dog 
story: 

A man brought this poodle into the 
office of the impresario. The poodle 
recited Shakespeare, sang an aria, and 
chanted, “He was only a hound dog.” 

“Well, how do you like her?” asked 
the owner. 

“O.K., O.K.,” said the producer. 


“Now let me see her legs.” 


Listened to Perry Como with 
Helen Traubel of the infectious 
laugh. In an essay by Paul Tower 
noted the 12 requisites for eye 
surgery recorded by George Bar- 
tisch in 1583: 

“An oculist and surgeon 
should: (1) be descended from 
religious parents: (2) be reli- 
gious himself: (3) have studied 
Latin, anatomy, the science of 
medicine; (4) be a surgeon, have 
learned the barber trade from 
youth on; not suitable are those 
that come to it from the plow, 
manure wagon, etc., and late in 
life: (5) have studied with arf 
accomplished oculist and sur- 
geon: (6) have healthy and 


young eyes: (7) have fine, sub- 
tle hands and fingers, and be 
nimble with both hands. Those 
who are not adept with the left 
hand and have to work on the 
cataract from the back are apt 
to produce a blind patient; (8) 
must be able to draw in order to 
design instruments: (9) must be 
married: (10) must not be 
greedy for money or be haughty : 
(11) not a drunkard; (12) not 
presumptuous or vainglorious.” 

Then he added as an after- 
thought: “Very few such oculists 
exist.” 


Jan. 27—Unusual on televi- 
sion were a travelogue by Drew 
Pearson through Israel; Ray Bol- 
ger with the fathers’ room in a 
maternity hospital, and Bert Lahr 
in the evolution of burlesque. In 
the evening to dinner came Bill 
and Trudy Wolf, Jack and Ollie 
Greenhill and Sam and Della 
Pearlman with much conversa- 
tion about current affsirs and 
medical travel and Mr. Dulles. 


Jan. 28—At the desk catch- 
ing up with the scrivening and 
then by the Century to New York 
playing “Scrabble” with Mistress 
Pepys. using the word “sneck” 
which I read in an English book. 
Teresa Cohen sends a clipping 
from the New York Times about 
obese women who were psycho- 
logically motivated to reduce by 
painting pictures of themselves 
as they looked in a mirror. A 
psychiatrist found that all these 
fat ladies were emotionally de- 
pendent, being closely attached 
to their mothers. So much of this 
prevalent nowadays old Pepys 
finds it hard to disassociate 
“rooming in” for the babies to 
give them mother-love and stop- 
ping mother-dependence as a 
cause of overweight and juvenile 
delinquency. But it’s fun to specu- 
late about all these theories! 
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will her arms be filled this time? 


Improper maternal environment is often the 

cause of fetal loss. To help create an optimal 
environment for the maintenance of pregnancy, 
Nugestoral® supplies five agents now known to 
contribute to fetal salvage. A dose of three 
Nugestoral tablets per day throughout gestation will 


help bring your abortion-prone patients to term. 


new for the abortion-prone patient 


NUGESTORAL 


Each tablet contains ethisterone (Progestoral®), 15 mg.; hesperidin complex, 
175 mg. ; ascorbic acid, 175 mg.; sodium menadiol diphosphate (vitamin K analogue), 


2.0 mg.; dl, alpha-tocopherol acetate, 3.5 mg. In packages of 30 tablets. 


ORGANON INC. Orange, New Jersey 
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In Print 


PHARMACEUTICAL SPECIALTIES, SURGICAL INSTRUMENTS, PEDIATRIC AND DIETETIC 
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Wilkins, 
Mississippi Doctor 
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VERAPENE(,) 


in each apple green, scored tablet. Reserpine—0.1 mg. Protoveratrines A & B—0.4 mg. 


SUBJECTIVE improvement is prompt and marked. Patients 


say they feel better. 


DISTURBING SYMPTOMS such as headache, dizziness, tin- 


nitus, disappear rapidly. 


THE CHARACTERISTIC EFFECT of Protoveratrines A&B 
is enhanced by combining with reserpine, reducing the dos- 


age requirements. 


PATIENTS who are receiving reserpine respond more favor- 
ably to veratrum alkaloids. 'Many more patients tolerate 
the two drugs in combination, as re can be produced 
with dosage below usual limits of tolerance. 


Since 1872 — Henry K. Wampole & Co., Incorporated « 440 Fairmount Ave., Philadelphia 
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.». your treatment can make the difference 


In angina pectoris: “. . . the difference between com- 
plete, or almost complete, absence of symptoms, or 
a prolonged illness with much suffering” may lie in 
routine prophylaxis with Peritrate.! 


New studies continue to confirm the effectiveness of 
this long-acting coronary vasodilator. “Impressive and 
sustained improvement” is observed in patients on 
Peritrate therapy. 


Simple prophylaxis: Peritrate is not indicated to abort 
the acute attack (nitroglycerin is still the drug of 
choice). However, you can reduce or eliminate nitro- 
glycerin dependence and provide continuing protec- 
tion against attacks of angina pectoris with Peritrate. 
Prophylaxis is simple: 10 or 20 mg. of Peritrate before 
meals and at bedtime. Maintenance of a continuous 
daily dosage schedule is important for successful 
therapy. 


Peritrate’ 


(brand of per 


Peritrate has been demonstrated to prevent or reduce 
the number of attacks, lessen nitroglycerin depend- 
ence, improve abnormal EKG findings and increase 
exercise tolerance. 


The specific needs of most patients and regimens are 
met with Peritrate’s five dosage forms: Peritrate 10 
mg. and 20 mg. tablets; Peritrate Delayed Action (10 
mg.) for continuous protection through the night; 
Peritrate with Phenobarbital (10 mg. with phenobar- 
bital 15 mg.) where sedation is required; Peritrate with 
Aminophylline (10 mg. with aminophylline 100 mg.) 
in cardiac and circulatory insufficiency. 


Usual Dosage: 10 to 20 mg. before meals and at 
bedtime. 


References: 1. Rosenberg, H. N., and Michelson, A. L.: Am. J. M. 
Sc. 230:254 (Sept.) 1955. 2. Kory, R. C., et al.: Am. Heart J. 
50:308 (Aug.) 1955. 3. Winsor, T., and Humphreys, P.: Angiology 
3:1 (Feb.) 1953. 4. Plotz, M.: New York State J. Med. 52:2012 
(Aug. 15) 1952. 5. Dailheu-Geoffroy, P.: L’OQuest-Médical, vol. 3 
(July) 1950. 
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WARNER-CHILCOTT 
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HIGH POTENCY HEMATINIC WITH INTRINSIC FACTOR AND MINERALS 


All treatable anemias will respond to potent 
REDITRIN-T. One capsule daily supplies all the 
known agents of blood regeneration—including 
Vitamin Bio, intrinsic factor, folic acid, ferrous 
sulfate. Ascorbic acid keeps iron in the absorb- 
able ferrous state, and trace elements act as 
catalysts to speed regeneration of red cells. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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biood pressure 
must come down 


increased antihypertensive benefits 
Lowering of diastolic and systolic pressures 
Beneficial bradycardia 
Increase in renal blood flow 


lo» of Apresoline 
Combined with Serpasil, Apresoline is effective at an 
average daily dose of only 200 mg. Thus, side effects 
such as headache and tachycardia seldom occur. 


versatility 
Easier management of hypertension is made possible 
by two tablet strengths of Serpasil-Apresoline. 


All patients to be given Serpasil-Apresoline may benefit 
from priming with Serpasil. 


SERPASIL-APRESOLINE Tablets #2 (standard-strength, 
scored), each containing 0.2 mg. of Serpasil and 50 mg. of 
Apresoline hydrochloride; Tablets #1 (half-strength, 
scored), each containing 0.1 mg. of Serpasil and 25 mg. of 
Apresoline hydrochloride. 


hydrochloride 
(reserpine and hydralazine hydrochloride CIBA) 


COMBINATION TABLETS 
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